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Abstract 
Collaborative care education is an educational approach in which two or more 
disciplines collaborate in the learning process with the goal of fostering interprofessional 
interaction that enhances the practice of each discipline. It was the purpose of this study 
to survey professional entry-level occupational therapy programs and identify the 
prevalence of courses specifically addressing collaborative care issues, the prevalence of 
courses taught using collaborative means, and the methods of education used in 
collaborative education. 
The study was conducted using the Collaborative Care Survey designed by this 
researcher. The survey was mailed in March and June of2000, to knowledgeable faculty 
members of collegiate occupational therapy programs (n=l 17). The final return rate was 
54 surveys (46.2%). 
Results showed that only 20.4% of the responding programs (n=54) provide 
courses that specifically focus on the use of collaborative care in occupational therapy 
practice. Eighty-three percent of programs (n=53) use collaborative methods to teach 
courses. The number of available courses using collaborative methods ranged from 1 to 
26 with a median of three. Educational methods used included lectures (75.5%), 
community involvement (12.9%), fieldwork programs (8.4%), problem-based learning 
seminars (8.0%) and computer instruction (3.7%). The majority of courses using 
collaborative methods (40.1%) were comprised of an occupational therapist and another 
teacher teaching to occupational therapy and other students. 
Limitations to this study included lack ofreliability and validity studies on the 
Collaborative Care Survey, the limited scope of field-testing and the investigation of only 
entry-level programs taught through an occupational therapy department Future studies 
can identify how different methods of collaborative education affect the attitudes and 
skills of occupational therapy students. Also, the influences of new policy changes that 
require a post-baccalaureate degree for occupational therapy practice can be investigated. 
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COLLABORATIVE CARE EDUCATION IN PROFESSIONAL ENTRY-LEVEL 
OCCUPATIONAL THERAPY PROGRAMS 
Background 
The delivery of health care in America has undergone many changes in recent 
decades due to the rising costs of health services, the emergence of managed care 
organizations, and the increased desire of the consumer for a higher quality of service 
(Baldwin, 1995; Schmitt, 1994). One of the most evident changes has been the search for 
greater efficiency and effectiveness in providing health care to the public. A promising 
method available is the collaborative approach to health care delivery. 
Collaborative care is often difficult to define due to its complex and sometimes 
ambiguous nature. One definition for collaborative care is health services that are 
developed and delivered by professionals from different disciplines in a joint effort that 
is cooperative and coordinated, and which is focused on satisfying a client's needs 
(Affonso, Brand, & Dunlvin, 1995; Coluccio & Maguire, 1983). Various terms express 
a similar conceptualization and have been used interchangeably with collaborative care 
or collaborative care teams. They include transdisciplinary care, interdisciplinary teams 
(Erke!, Neivens & Kennedy, 1995; Forbes & Fitzsimons, 1993), multidisciplinary teams 
(Affonso, et al., 1995), comprehensive supportive care teams (Carlson, Devich & Frank, 
1988), teamwork/team approach (Williams, Williams, Zimmer, Hall & Podgorski, 1987; 
Maple, 1987) and interprofessional care (Baldwin, 1996; Schmitt, 1994). 
Collaborative methods of health service delivery can provide frugal and 
comprehensive services that are both beneficial and satisfactory to the consumer 
(Fitzpatrick, 1996). These benefits can be due to its association with decreased lengths 
of stay in hospitals, decreased cost of medical care, and increased focus on client-based 
care (Brita-Rossi et al., 1996; Erickson & Perkins, 1994; Carlson, et al., 1988; Williams, 
et al., 1987). 
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Governmental influences have allowed health care professionals to explore the 
benefits of collaborative care in traditional medical settings and as allied professionals in 
non-medical settings. For example, the use of collaboration for assessment and service 
provision for infants with special needs was fostered by the introduction of Public Law 
99-457. This law mandated that infants with special needs be provided with a 
multidisciplinary team to deliver services (Gardner & Orelove, 1994). This governmental 
support of collaborative care innovations in health care has increased the visibility and 
credibility of collaborative care use for many professionals. 
In recent decades, the government has promoted the inclusion of children with 
disabilities into public school classrooms. This inclusion has focused attention on the use 
of collaborative care as a beneficial method to use with children requiring special 
services in schools. Public Law 94-142, the Education for All Children Act of 1975, 
mandated that multidisciplinary teams in public schools assess each student's needs and 
eligibility for special education. These teams were responsible for planning 
individualized educational programs that would best fit the abilities and needs of the 
child (Gamer & Orelove, 1994 ). This law increased the type and number of professionals 
that occupational therapists worked with, including a new spectrum of education 
professionals. It also created the need to create collaborative teams that were increasingly 
client focused in nature. 
The government has also promoted collaboration in rural healthcare through 
partial funding of the Rural Interdisciplinary Practicum (RIP) (Erkel, et al., 1995). The 
goal of this program was to implement an effective and culturally sensitive program that 
would emphasize the use of collaboration to increase access to health care for rural 
populations. The Interdisciplinary Training for Health Care for Rural Areas (ITHCRA) 
(DePoy, Woods & Miller,·1997) was a Maine P!oject that was designed to explore and 
facilitate skill building in a rural approach to health service provision. Like RIP, it helped 
to demonstrate the efficiency and benefits inherent in collaborative teams. These 
---·-" 
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programs have shown positive results in changing students' sense of autonomy, 
competence and their perceptions of other disciplines .. Also, they have increased their 
knowledge of other professionals' work roles and function within a group. In sponsoring 
these programs, the government has turned to the use of collaborative care as a means to 
provide for the needs of its people. 
•· OT & Collaborative Care Education 13 
Problem 
Although collaborative care has been identified as beneficial, implementation of 
collaborative methods in health care has been problematic. One of the principal barriers 
of implementation has been the lack of education for health professionals on the topics of 
teamwork and collaborative care methods (Cox, Beaton, Bossers, Pepper & Gage, 1999; 
Wolf, 1999; Forbes & Fitzsimons 1993). As health professionals, occupational therapists 
may also be suffering from this lack of education. Indirect evidence suggests that a lack 
of education may be compromising the competency of occupational therapists within 
collaborative teams. For example, Australian occupational therapy students have 
identified a lack of education in communication with other health care providers and the 
general public, and in coping with workplace issues (Adamson, Hunt, Harris and 
Hummel, 1998). These skills have been identified as necessary for effective collaborative 
care (Kopfstein, 1998; Fitzpatrick, 1996; O'Tool, 1993). 
Since collaborative health care has been increasing in popularity, occupational 
therapists who are not able to effectively participate in collaborative teams may 
negatively affect their employability and overall competency as clinicians. Literature _ 
searches using the Internet and the CINAHL, MEDLINE, PSYCHINFO, ERIC, 
FACTSEARCH and Health Reference Center databases, have not identified studies that 
investigate the status of collaborative care education within professional entry-level 
occupational therapy programs. Therefore, in order to provide nascent information on the 
topic of collaborative care education in entry-level occupational therapy programs, a 
descriptive study on the current status of collaborative education was conducted. 
- .. -------------
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Rationale 
The use of collaboration as a method to provide occupational therapy service is 
congruent with the principles of occupational therapy practice and education. 
Historically, occupational therapists have promoted relationships between health 
professionals. The first association of occupational therapy professionals identified the 
correlation of occupational therapy treatments with other professional' s treatments to be 
a principle of occupational therapy practice (National Society for the Promotion of 
Occupational Therapy, 1921). The current representative body of occupational therapy 
professionals, the American Occupational Therapy Association (AOTA) also recognizes 
collaboration to be an important issue in occupational therapy. 
In the American Occupational Therapy Association's Code of Ethics, it is a· 
professional obligation to consult with other professionals and/or refer clients to other 
professionals when additional knowledge is needed (AOTA, 1994). The current standards 
for the accreditation of an occupational therapy program contain items related to 
education in collaborative care methods. Educational programs are required to develop 
the skills necessary to interact with clients and health professional for consultation, 
treatment planning and treatment implementation (AOTA, 1998a; AOTA, 1998b). 
Educational programs are also responsible for facilitating an understanding of current 
models of service delivery and the contexts where these models will be found in (AOTA, 
1998a). Currently, collaborative care models are utilized in a variety of healthcare 
settings where occupational therapists provide services. Therefore, it is a relevant model 
to explore in occupational therapy education. 
Collaboration is relevant in both the ethical and educational requirements of 
practicing occupational therapist and occupational therapy students. Therefore, it is 
important to identify the prevalence and scope of education in collaborative care that 
occupational therapy students obtain in entry-level professional programs. Such a study 
may identify whether students are being adequately prepared for a profession that 
OT & Collaborative Care Education 15 
advocates collaboration and a health care environment that increasingly finds a need for 
collaboration. 
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Definitions of Terms 
For the purpose of this study, collaborative care education Will be defined as, "An 
educational approach in which two or more disciplines collaborate in the learning 
process With the goal of fostering interprofessional interaction that enhances the practice 
of each discipline (American Association of Colleges of Nursing [AACN], 1996, p. 
119)". This definition Will include courses where: 
• occupational therapy students are taught by faculty members from another health 
profession in an occupational therapy related field 
• occupational therapy and other students are taught by an occupational therapist and 
another professional 
• occupational therapy and other students are taught by one faculty member 
(occupational therapy or other). 
Method of education is defined as the style of teaching utilized in the instruction of 
collaborative care education. For this study, methods of education Will include: 
• Classes taught through lectures. These include courses that are taught mainly through 
lecture but may also include labs. 
• Classes taught mainly through computer instruction, including the use of online 
materials. These courses are those in which the students receive more than 75% of 
their class information individually through lectures on a computer. These do not 
include lecture or lab courses that use a computer to present materials to the whole 
class, for example as in using a Power Point presentation during a lecture. 
• Problem Based Learning Seminars (PBL). These are courses in which the students 
learn through developing solutions to case studies in groups. Teachers provide 
minimal direct teaching. 
• Programs taught through community involvement. These consist of courses, which at 
least 75% of the time, offer hands-on experience in an out of class setting. For 
OT & Collaborative Care Education 17 
example, a course where students are required to spend 75% or more of the time 
working in a program in an area nursing home . 
• 
• Programs during fieldwork placement. In this method, a set program that requires 
collaborative interaction between fieldwork students is present and participation is 
required for successful accomplishment of the fieldwork. 
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Purpose 
The purpose of this study was to evaluate the current status of collaborative care 
education in professional entry-level occupational therapy programs in the United States 
of America. 
Questions 
The three main questions investigated in this study were: (a). Are courses specifically 
on collaborative care issues offered, (b) are courses in the occupational therapy 
department being taught using collaborative education means, and, ( c) what methods of 
education are utilized in collaborative education? 
-·------
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Literature Review 
The definition of collaboration is complex and ambiguous, and is often 
misapplied. The American Heritage Dictionary (2000) defines collaborate as (a) "to work 
together, especially in a joint intellectual effort", and, (b) "to cooperate treasonably, as 
with an enemy occupation force in one's country" (p. 292). While the primary definition 
can be understood within the context of health care practice, Henneman, Lee and Cohen 
(1995) draw attention to the fact that a definition such as the second can apply as well. 
This interchangeability between the seemingly variant definitions is due to the fact that 
often within health care collaboration conflicts over scope of practice occur (Henneman 
et al., 1995). 
Relating collaboration to health, Coluccio & Maguire (I 983) defined it as, "joint 
communicating and decision-making process with the expressed goals of satisfying the 
patients' wellness and illness needs while respecting the unique qualities and abilities of 
each professional (p. 60)." This definition emphasizes client-centered care, and 
acknowledges the uniqueness of individual disciplines and the importance of joint 
decision making. 
Collaboration in health care occurs when individuals involved with a client's 
health work together to achieve various health care outcomes. They share information, 
identify limitations to wellness, create a plan of action to improve wellness and reduce 
problems, and decide how best to utilize the expertise of the individuals in the team 
(Coluccio & Maguire, 1983). Such teams may be comprised of the client, family 
members, medical and allied health professionals, education professionals, clergy or 
spiritual advisors, and/or friends. The composition of a team should reflect the needs and 
desires of the client, since he or she is the focus of the team (O'Tool, 1992). 
In effective collaboration, communication is used to limit redundant services and 
to promote care that is complementary to other disciplines' services. In this way, efficient 
use of team members' expertise can occur to increase the quality and scope of the care 
I 
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being provided (Affonso et al., 1995; Coluccio & Maguire, 1983). The ultimate goal of 
collaboration is to satisfy the health needs of the client in an efficient and comprehensive 
manner. 
Evolution of Collaborative Health Care 
Collaboration in health care has changed both in how it has been conceptualized 
and the context in which i! has been used Authors such as Baldwin ( 1995) and Schmitt 
(1994) note that the emergence of modem collaboration in health care occurred after 
W.W.II with the integmtio!1 of concepts from group dynamics, teamwork and 
communication models and theories. With the addition of these concepts, the 
conceptualization of collaboration grew from a necessary tool during a time of war, to a 
viable method of health care provision. Three main influences helped to promote the use 
of collaborative methods in health care. Societal attitudes, governmental initiatives, and 
economic climate changes have helped to broaden the scope of collaborative health care 
and increase its acceptability in modem health care provisions. 
Societal influences The greatest societal influence affecting the use of 
collaboration in health care occurred as the public began to require greater access to 
health care (Baldwin, 1995; Schmitt, 1994). ln the post-W.W.II era, an emphasis on 
providing accessible preventive and family-focused health care emerged. The rise of 
specialization in medi~ine had caused a decrease in available family practitioners. To 
provide greater access to family-focused health care, new family-focused programs were 
introduced. These programs utilized collaborative teams to explore the practical 
application of collaboration in family health (Baldwin, 1995; Schmitt, 1994). 
Changes in social attitudes toward access to primary health care, especially for 
the impoverished, led to an increase in the construction and use of community health 
centers in the 1960's and 1970's (Baldwin, 1995). The Office of Economic Opportunity 
was a major proponent and financial supporter of the new centers (Baldwin, 1995). These 
centers attempted to increase access to health care and decrease costs by gathering the 
_ .. _ .. _ 
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seivices of various professionals in a central location. This location, within the 
community, was easily accessible to the public. The high volume of clients required 
efficient seivice provision that reduced the number of service redundancies and increased 
the ability to provide complementary care from different health disciplines (Baldwin, 
1995; Schmitt, 1994). In order to be successful and met the above requirements, many of 
these centers used a collaborative approach to health care. 
Simultaneous with the increased use of community health centers was the 
de-institutionalization of state-run mental health facilities. In the 1960' s, judicial 
decisions on the civil rights of those with mental illness, and on the legal limitations of 
medical personnel promoted the idea of mental health treatment provision in the least 
restrictive environment (Grob, 1995). The process of de-institutionalization resulted in 
policy changes and promoted community-based programs for those with mental health 
issues. These community mental health programs also began utilizing collaborative 
approaches to provide services that were complete but not redundant 
Another factor in the development of collaborative care was the creation of 
various rural-based community-training programs which occurred in the mid-1980's. 
These programs worked toward improving access to comprehensive health care in rural 
areas. These programs confronted the problems of scarcity and poor.retention of 
practicing rural health professionals (Baldwin, 1995). Rural programs often emphasized 
the training of non-physician students in the needs of rural populations and then 
integrated the students' services into already existing collaborative care programs in the 
area Some of these programs continue to be used in rural communities (DePoy et al., 
1997; Hayward, Powell, & McRoberts, 1996; Erkel, et al., 1995). 
Governmental initiatives Federal initiatives have been a major influence on the 
evolution of collaborative health care use in public education and in primary and geriatric 
health services. Governmental initiatives have also been responsible for the support of 
programs that have advanced professional education in collaborative care. These 
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programs have both influenced and been influenced by the societal changes previously 
discussed. 
The federal Comprehensive Health Training Act of 1971 (Public Law 92-581) 
created the Health Manpower Edui:ation Initiative Awards (HMEIA). HMEIA provided 
funding to various medical and educational institutions to promote interdisciplinary team 
training for health professionals. One of the principle funding ventures of this program 
was the awarding of grants to six medical universities for the creation of interdisciplinary 
team training. These grants were awarded between 1975 and 1978 (Baldwin, 1995). The 
universities used the grant money to instate different methods of interdisciplinary 
teaching. Some schools focused mainly on creating academic courses dealing with 
collaborative care issues, others focused on clinical experience building, while a few 
created community-based programs. Unfortunately, due to the economic changes 
occurring in the late 1970s and early 1980s, funding for health services and health-related 
research decreased dramatically. This lack of funding caused many of the pioneering 
interdisciplinary educational programs to be dissolved, stunting the growth of 
collaborative care use (Baldwin, 1995; Schmitt, 1994). 
In the late 1970' s, the acknowledgment of the complex needs of the geriatric 
population prompted the United States' Department of Veteran's Affairs (VA) to fund 
programs that used collaborative health care methods. A notable example was the 
development of the Veterans Administration's Interdisciplinary Team Training Program 
(ITTP) (Department of Veterans Affairs, 1997). First created in 1979 in response to the 
growth of the population of aged veterans, the ITTP had 12 hospital sites serving as 
resources for area VA hospitals. These programs provided students and clinicians from 
different professions with practical experience and training in interdisciplinary 
assessment and service delivery in geriatric populations. Programs such as this improved 
access to health care for geriatric populations while providing professionals and students 
with collaborative health care education. 
--- ·--=-='-------~=O ~ - --··--
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During the 1970's, the government also began to increase its focus on the needs 
of children with disabilities. The inclusion of children with disabilities into public school 
classrooms became a government intention_ with the introduction of Public Law 94-142. 
The Education for All Handicapped Children Act of 1975 (Public Law 94-142) 
mandated the use of multidisciplinary teams in public schools to assess each student's 
needs, eligibility for special education., and, for planning individualized educational 
programs (Gardner & Orelove, 1994). These teams included medical and rehabilitation 
professionals who would provide services in collaboration with educators in order to 
create a supported special education environment. The government promoted greater 
access of health care for infants suspected of having special needs through federal Public 
law 99-457, the Education of the Handicapped Act (EHA) Amendments of 1986. This 
act, now known as the Individuals with Disabilities Education Act (IDEA), required the 
use of collaboration when it mandated that infants with special needs be provided with a 
multidisciplinary team to determine needs and deliver services (Gardner & Ore love, 
1994). 
In 1991, the U.S. Public Health Service, created funding for the Primary Care 
Policy Fellowship (Primary Care Policy Fellowship, 2004). This fellowship was created 
to educate professionals on the impact of health care policy on service accessibility, and 
to empower professionals for the creation of positive public policy. One of its objectives 
was to improve multidisciplinary education and cooperation in health care policy 
creation through the use of conferences and workshops. As of 1999, the fellowship has 
created a network of 260 health care professionals whose primary role is to positively 
affect the quality and accessibility of health care, including collaborative health care. 
Economic climate changes One of the most significant influences on the 
evolution of collaborative care has been the economic climate of the country. There has 
been a marked increase in spending for medical care in the last quarter of the century. 
The growth of medical technology and the increased specialization of medical personnel 
= 
---. -· ------------
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in the 1950's and 1960's has caused increased private and governmental spending for 
health care (Feldstein, 1994). The introduction of Medicare and Medicaid in 1966 helped 
to make medical care more accessible to the poor and the aged. However, by the 1980's 
spiraling costs made health care difficult to obtain even for those in the middle economic 
classes. This increase in cost, in turn, has nurtured the growth of managed health care 
organizations (Feldstein, 1994). It has also helped to alter typical service payment from a 
fee-for-service to prospective payment methoos. 
Health care facilities and managed health care organizations have sought to 
decrease medical spending by decreasing the client's length of stay in hospitals and 
rehabilitation centers (Feldstein, 1994 ). Collaboration was explored by many medical 
institutions to determine whether it was an efficient means of service provision. Positive 
study results on the effects of collaborative approaches have shown it to decrease 
medical costs and the length of hospital stays. These results have helped to promote the 
use of collaborative health care approaches in hospital, rehabilitative and geriatric 
outpatient settings (Brita-Rossi et al., 1996; Erickson & Perkins, 1994; William et al., 
1987). 
Private funding of health care and collaborative care initiatives has often played a 
major role in promoting the use of collaborative approaches. Two major private 
contributors to the advancement of collaborative approaches to health care have been the 
Robert Wood Johnson and W.K. Kellogg Foundations (The Robert Wood Foundation 
[RWJF], 2004; W.K. Kellogg Foundation [WKKF], 2004; Larson, 1995). 
In 1930, the Kellogg Foundation was established with the mission of empowering 
individuals, institutions and communities to promote societal well-being and individual 
self-sufficiency (WKKF, 2004). From its inception it has focused on the need for 
improved public health. To help achieve this goal, it has provided grants and fellowships 
for research and program development. The Kellogg Foundation helped to fund the 
development of interdisciplinary programs in the 1970's. These programs included the 
_____ ,,~- -
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Interdisciplinary Health Sciences Program at the University of Nevada and the Institute 
for Health Team Development program (Baldwin, 1995). One of the Kellogg 
Foundation's more innovative initiatives was the creation of the Kellogg National 
Fellowship program. This program allows experienced health professiorials to explore 
and work in another health field in order to improve interdisciplinary collaboration 
(Baldwin, 1995). 
In 1972, the Robert Wood Johnson Foundation was established as a national 
philanthropic association with"the goal of improving public health and national health 
care (R WJF, 2004 ). Since that time the foundation, has provided grants to various 
university and medical sites for program development and research in collaborative 
health care. These grants have allowed for the exploration of collaborative health care 
approaches in new areas such as end-of-life care, substance abuse management, and 
management of cardiovascular diseases affecting females. 
The influences of society, government, and economic changes have fostered the 
evolution of collaboration within health care. Collaborative health care methods have 
been found to be compatible with the needs of preventative health care, hospital settings, 
rehabilitation centers, and schools. This greater scope of context, and its developing 
definition, makes collaborative care approaches a promising method of service provision 
for the current and future health care environment. 
Collaboration as Means for Efficient and Effective Health Care 
The public expects high quality, yet low-priced, health care services. To meet 
these expectations, health care professionals must implement more efficient and effective 
models of service delivery. One method investigated has been the collaborative approach 
to health service delivery. Studies have shown that collaborative approaches have been 
used to improve direct client care, provide case management services, and redesign 
hospital units for greater effectiveness in health care provision. Collaboration's use in 
health care has resulted in decreased length of hospitalization, increased client 
.-·}_v·----- , 
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satisfaction, and decreased costs (Brita-Rossi et al., l 996; Erickson & Perkins, 1994; 
• 
Carlson et al.,1988; William et al., 1987). 
In 1987, William and colleagues conducted a randomized controlled trial to 
identify how team approaches to geriatric outpatient evaluations compared to the 
traditional method of evaluation. They hypothesized that the group utilizing collaborative 
methods would demonstrate decreased medical costs and hospitalization, and less 
deterioration of functional status. 
The experimental treatment participants (n=58) were assessed by a 
multidisciplinary team consisting of physicians, nurses, social workers, psychiatrists, and 
nutritionists. After an initial phone interview with a social worker, each participant met 
with each of the professionals for general health evaluations. This meeting occurred 
during a one-day clinic visit. At the end of each day, the professional team members met 
to review the day's clients, and to create a problem list. Follow-up visits were scheduled 
for participants who needed further diagnostic tests and/or for those requiring 
modifications to their goals. 
The control subjects (n= 59) were assessed by a general internist who was 
allowed to refer the client to other professionals for further assessment as necessary. The 
internist did not hold comprehensive team meetings with these professionals, but did 
have access to all the information gathered. 
No significant differences in the number of hospital admissions were found 
between the two groups of participants. However, the experimental group showed an 
average length of stay that was approximately half that of the control group. At a 
twelve-month review, this resulted in a 25% reduction in institutional costs due directly 
to the decrease in hospitalization of the clients receiving the collaborative evaluation 
(Williams et al., 1987). 
At an eight-month review, the experimental participants demonstrated less mental 
and functional impairment, and a higher likelihood of being maintained in a home 
_I 
• OT & Collaborative Care Education 27 
environment. However, these results were not shown to be statistically significant 
(Williams et al., 1987). No significant decrease in client or caregiver satisfaction was 
noted in either group. 
William and colleagues' ( 1987) study suggests that a collaborative team approach 
is an effective way to provide quality evaluation services to the elderly. Utilization of 
collaboration was beneficial in decreasing costs and lengths of hospital stays without a 
loss of client and family satisfaction. These results are reflected in a variety of other 
studies. 
Carlson and associates ( 1988) created a supportive care service for socially and 
medically disadvantaged urban population in an university hospital. This program 
provided services to those who were deemed hopelessly ill using teams that included 
physicians, clinical nurses, pastors, social workers, and, other hospital specialists. 
Included participants were those with nervous system anoxia, severe central nervous 
system conditions and those in vegetative states. 
Study results revealed that the use of a collaborative approach helped to decrease 
length of stay and medical costs. However, it did not alter the mortality rates of those 
considered to be terminally ill. Carlson and associates ( 1988) suggested that the decrease 
in average length of hospitalization was due to the decreased life span of some clients. 
This decrease in life span may be attributed to an increased use of 'Do Not Resuscitate'. 
orders, and the decreased use of aggressive life supporting equipment and procedures. 
The team approach did not specifically promote the decreased use of aggressive 
measures. Instead, they educated the patient and family to help them make informed 
decisions. The research team believed that patient and family knowledge was greater in 
this study's population because of increased communication and education provided by a 
collaborative team approach. Another advantage of this approach was an increased focus 
on ethical issues among professionals, patients and their families. 
OT & Collaborative Care Education 28 
Erickson & Perkins ( 1994) studied the effects of interdisciplinary case 
management of rehabilitation services after hip and knee arthroplasty. Teams consisted. 
of an occupational therapist, a physical therapist, a nurse educator, a nurse coordinator 
and an occupational therapy assistant. The goal was to use a team approach to reduce 
average length of hospital stays for the clients while reaching prescribed functional 
outcomes. Team discussions on the progress and problems presented by the clients took 
place daily. Results showed that hospitalization time decreased by an average of 3.95 
days for knee arthroplasty and 4.59 days for hip arthroplasty. Faster achievement of 
original functional goals allowed team members to raise the level of expected overall 
functional independence after both knee and hip arthroplasties. This study shows that 
collaborative methods in rehabilitation can help to reduce length of hospitalization 
without a decline in functional outcomes. It also demonstrates that collaboration may 
help to promote greater functional outcomes in less time than a non-collaborative 
approach. 
Brita-Rossi and associates ( 1996) used a multidisciplinary approach to care in 
orthopedics to provide effective client-centered care and reduced length of stay. The 
twenty-five-member health care team included professionals in the medical, nursing, 
rehabilitation, administration and social service professions. They provided patient 
education collaboratively and utilized interdisciplinary communication and 
problem-solving to improve their surgical care and their pre- and post-operative C!!fe. 
In order to improve preoperative care, the team communicated during morning 
rounds to determine which team members were needed to provide individualized and 
comprehensive patient information to the client. In this way, clients were provided with 
relevant and specific education on their medical procedure and postoperative 
responsibilities (Brita-Rossi et al., 1996). 
Team evaluation and planning was used to decrease the cost of surgical 
procedures. The team redesigned the operating room to increase the efficiency in space 
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and staff utilization. A process was also created to improve the selection of artificial 
joints. By creating a more efficient system, the hospital was able to increase bulk 
purchasing, creating savings of approximately one thousand dohars per case (Brita-Rossi 
et al., 1996). 
Collaboration was also used in restructuring the postoperative period. Relocation 
of rehabilitation spaces allowed closer proximity of rehabilitation staff and the 
orthopedic unit. Communication and restructuring of referral procedures allowed 
orthopedic surgeons and rehabilitation professions to create more efficient transitions for 
their clients. Notably, Brita-Rossi and colleagues (1996) stated that these benefits where 
achieved while maintaining high client satisfaction and improving client involvement in 
their own care. 
As these various studies show, collaborative approaches have been found to be 
beneficial in health care assessment, service provision, unit restructuring and case 
management. These benefits have included decreases in medical costs and 
hospitalizations, while maintaining or improving quality of service and client 
satisfaction. Unfortunately, many health care providers and educational institutions find 
that barriers limit their use of collaborative methods of instruction or service provision 
(Kopfstein, 1998; Fitzpatrick, 1996; Forbes & Fitzsimons, 1993; Herzberg, 1993; 
O'Tool, 1992; Madill, MacNab, & Brintnell, 1989) 
Barriers to Effective Collaborative Care 
The concept of collaboration in health care is complicated. Collaboration has 
evolved out of social and behavioral sciences, group dynamics, and teamwork theories 
and concepts. To effectively work within a team, professionals must be effective in 
mutual communication and decision-making processes (Griffin, 1995). They must also 
attempt to satisfy the client's needs by using their professional knowledge while 
respecting the unique qualities and abilities of each o~er professional team member 
(Coluccio & Maguire, 1983). 
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A review of literature shows that essential elements for effective collaboration 
include an ability to define and accept one's role, responsibilities, and limitation with in 
a group (Griffin, 1996; Forbes & Fitzsimons, 1993). Also essential are a proficiency in 
communication (Kopfstein, 1998; Fitzpatrick, 1996; O'Tool, 1993) and exposure to 
adequate education (Larson, 1995; PEW Health Commission [PEW], 1993; PEW Health 
Commission [PEW], 1991; World Health Organization [WHO], 1982). When these 
elements are not present, barriers to effective collaborative care occur. The following 
· sections examine the importance of these elements and how their absence affects the 
quality of collaborative health care. 
Conflicts with autonomy Forbes and Fitzsimons (1993) explored the role of 
autonomy in health care professions. The rise of specialized medical and health 
professions in the 1960's and 1970's increased the alienation of the public from 
decision-making and active participation. in their health care. As a specialist, each 
professional was assumed to be the ultimate authority in his or her field. The public 
assumed that only this specific specialist could dispense the best care. Therefore, they 
endowed the professional with a high level of autonomy. Professionals accepted this 
autonomy and often used a reductionistic view of health care delivery (Forbes & 
Fitzsimons, 1993). In a reductionistic view, one does not focus on overall health, but 
instead on one aspect of a person's health or illness. Therefore, each specialist works 
separately with little or no contact with other professionals. This view fostered the belief 
that they did not require interdisciplinary contact or consultation. Recent studies show 
that autonomy is still highly valued by individuals within various professions, including 
nursing, medicine, pharmacy, occupational therapy and physical therapy (Hayward, et al., 
1996; Madill et al., 1989). 
Individuals who strongly identify with autonomy are unsure of how to engage in 
collaborative teamwork in the new health care environment. New pressures faced by 
these professionals have created a need for new, comprehensive definitions of autonomy 
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in the health care environment (Forbes & Fitzsimons, 1993). Increasingly, however, 
professionals must provide their specialized care for the achievement of comprehensive 
team goals. The new clinician must be aware of the whole health care plan of an 
individual and must modify her or his goals and treatments to correspond with these 
plans. Without evolution to a definition of autonomy that accepts the expertise of a 
professional yet fosters collaboration, professionals may lose confidence in their skills or 
may question their roles in a group. This insecurity on the part of the professional may 
lead to the use of turf wars to retain or regain a sense of autonomy, or may result in 
fragmented care (Hayward, et al., 1996; Forbes & Fitzsimons, 1993). 
Role confusion and turf wars The use of collaborative teams makes it necessary 
for team members to understand the role of each professional in a team (Kopfstein, 1998; 
Forbes & Fitzsimons, 1993). Wben professionals on a team find that they share similar 
goals and skills, confusion over an individual's role in the team may occur. Often, 
disputes occur as each discipline claims paramount qualifications in a particular area of 
treatment or skill. Issues of turf, or the scope of a discipline's responsibility, may 
dominate the group's dynamic and may limit its effectiveness (Forbes & Fitzsimons, 
1993; Herzberg, 1993; Madill et al., 1989). 
In a 1989 study, Madill and associates assessed the professional values of276 
Canadian occupational therapy, physical therapy and speech/audiology students. They 
found that prior to discipline-specific education, students held similar values. Values 
such as altruism, personal development, ability utilization, achievement, and social 
relations were deemed as a primary importance among all three disciplines. While these 
similarities may be seen as beneficial in collaborative care, they may also be the cause of 
conflicts that arise between disciplines. Therapists who place a high value on the welfare 
of others, yet highly value autonomy and ability utilization will contend with each other 
as they independently attempt to evaluate or treat a client. As these therapists work on 
improving the well~being of their clients, each discipline may place a superior value on 
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its own skills, causing antagonistic relationships between team members and, therefore, 
ineffectual services. 
Problems with roles and turfs may also occur because of an incorrect or 
incomplete understanding of the roles and scope of practice of other disciplines 
(Kopfstein, 1998; Griffin, 1996). These misunderstandings may be due to poor education, 
incorrect assumptions held by professionals, or inadequate communication between team 
members (Griffin, 1995; Henneman, 1995). Without an understanding ofa profession's 
scope, team members may not impart legitimate roles and responsibilities to others, 
limiting the team's potential and causing resentment within the group. 
When turfs are created, compartmentalization of an individual may occur 
(O'Tool, 1992). In compartmentalization, individuals are viewed in a reductionistic 
• 
manner and responsibility of a specific health need is given to an individual discipline. 
Compartmentalization is a result of professionals accepting responsibility for their own 
professional goal attainment but not to the promotion of comprehensive team goals. 
When professionals do not accept amenability to all of a clients needs, the complex needs 
of an individual may not be assessed This omission can lead to complex needs being 
ignored, while simple needs or symptoms are superfluously serviced. This view opposes 
the concept of collaboration (O'Tool,1992). 
Lack of Communication. Poor communication frequently prevents the effective 
functioning of teams (Kopfstein, 1998). In her review ofliterature on occupational 
therapists in team settings, Griffin (1995) states that communication is essential for team 
functioning. The goal of proper collaborative communication is to utilize information 
gathered by knowledgeable team members for the creation of effective and 
comprehensive treatment decisions (Butterhill, O'Hanlon & Book, 1992). Without clear 
and complete input from all, the expert information gathered by team members may be 
lost and treatment may suffer. 
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Barriers to effective communication may occur because of the inadequacy of 
individual team members or the group's dynamic. In 1998, Adamson and associates, 
conducted a study that surveyed recent occupational therapy graduates on their perceived 
readiness for the workplace. Results indicated that graduates believed that they were 
inadequately prepared for workplace communication with health professionals and the 
general public. New graduates without skills in communication with coworkers, clients, 
and, the client's family members may find themselves unprepared for full participation in 
collaborative teams. To effectively collaborate with team members, individuals must be 
able to focus on the needs of the team and not on how other professionals perceive them 
{Maple, 1987). Team members, especially new graduates who are inadequately educated 
in communication, or those confused about roles and responsibilities, may focus on their 
individual actions rather than on team dynamics and patient care. -This misplaced focus 
may limit their professional contribution to the collaborative team. 
Another potential barrier that affects communication in teams is the lack of 
assertiveness by team members. O'Tool {1993) suggests that a lack of assertiveness is an 
obstacle to true collaborative teamwork. Passive professionals limit their participation in 
conversations when their views are challenged or are opposed to the popular opinion. 
Innovative approaches to client care and acute observational information may be lost due 
to an absence of assertiveness. These passive attitudes may affect the holistic and 
client-specific nature of the treatment program. 
Ineffective communication can also impair the development of shared visions for 
a client. Fitzpatrick (1996) stated that shared visions work to create a unified goal that 
organizes treatments and increase the power of a multidisciplinary teams. Without 
adequate communication from each professional, the team's goals and treatment plans 
may not be comprehensive. Also, professionals may not be able to comprehensively 
gauge an individual's progress, and focus may once again become compartmentalized. 
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Communication is considered to be critical to effective collaboration. It is often 
prescribed as a topic to be focused on in collaborative care education and in training for 
teamwork (Kopfstein, 1998; Fitzpatrick, 1996; O'Tool, 1993). Professionals using a 
collaborative approach must assume personal accountability for asserting their opinions 
and perceptions. They must be able to focus their attention on the comprehensive needs 
of the individual in order to create an effective team. Without these necessities, barriers 
to true collaboration will occur. 
Lack of education Position papers from numerous professional organizations and 
foundations have appealed for increased education in collaboration for health 
professionals (Cox et al.,1999; Lewis et al., 1998; American Association of Colleges of 
Nursing [AACN], 1996; ], PEW, 1993; PEW, 1991; WHO, 1982). Collaborative care 
education is, "An educational approach in which two or more disciplines collaborate in 
the learning process with the goal of fostering interprofessional interaction that enhances 
the practice of each discipline (AACN, 1996, p.119)." However, there is a lack of 
education that focuses on collaborative care (Larson, 1995) and students often feel 
unprepared for teamwork or collaborative approaches to treatment (Wolf, 1999; 
Adamson et al.,1998). 
In the fall of 1980, the World Health Organization held a working group meeting 
on communication and collaboration issues in the education of health care professionals 
(WHO, 1982). It explored the status of education in respect to how well medical and 
health professionals were being prepared to work collaboratively. The group concluded 
that the current status of education in collaboration was insufficient for the world's 
health care needs. The organization suggested that the creation and use of a core 
curriculum for health care professionals might be beneficial for the improvement of 
collaborative care education. A core curriculum is a group of common requirements that 
would be used as a basis for all health care curricula (Buck, Tilson, & Anderson, 1999; 
Finocchio & Johnson, 1995). 
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In 1989, the P.EW Health Professions Commission was created to review the 
status of the health care workforce in the United States of America (PEW, 1993; PEW, 
1991 ). It produced a series ofreports that were designed to help policy makers and 
educators develop competent workers for the changing field of health care. In their fourth 
report, the creation of course competencies for all health professionals was recommended 
(PEW, 1991). Twenty-one suggestions, or "PEW Competencies" were provided to assist 
in the creation of a common foundation for the education of health care workers. 
Notably, the promotion of interdisciplinary skills was included in this list. The 
commission further suggested that all allied health professions should modify at least 
25% of their curriculum to utilize a more efficient and effective interdisciplinary method 
of instruction. Although some educational institutions have examined and initiated the 
use of course competencies of their own designs, most educational institutions still rely 
on departmental competencies for each separate discipline (Buck, et al., 1999; Betz & 
Turman, 1997; Pinocchio & Johnson, 1995; Larson, 1995). 
Although various professionals and organizations have suggested the creation of a 
core curriculum, there is currently no definitive set of collaborative care competencies or 
core curriculum that has been adopted by a professional health organization, including 
the American Occupational Therapy Association (AOTA) or AOTA's Accreditation 
Council for Occupational Therapy Education (A COTE) (Buck, et al., 1999; Banks & 
Janke, 1998; Betz & Turman, 1997; Pinocchio & Johnson, 1995; PEW, 1991). Shepard, 
Yeo, & McGann ( 1985) suggested that the nature of health care education creates many 
barriers to effective collaborative care education. They stated that integration of 
collaborative education into existing curriculums is often limited by lack of free time, 
space, and faculty members. Also, in medical and allied health education, meticulous 
scheduling is necessary because the hierarchical nature of the information being studied. 
Most curriculurns require prerequisites that must be completed before certain 
discipline-specific classes can be taken. This rigid structuring makes it difficult to add 
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new courses into students' schedules without disrupting the existing hierarchy. The 
different curriculurns of health care disciplines cause students to be at different skill and 
knowledge levels during their school careers. This incongruity of knowledge levels 
makes it difficult to create a course curriculum that is appropriate for all the students 
involved. Shepard and associates (1985) also stated that the value placed on collaborative 
education by students and educators is decreased because of the lack of organized course 
competencies and the subjective grading methods necessary for some collaborative 
courses. 
Unfortunately, inability to create a transdisciplinary list of course competencies, 
territoriality, lack of incentives, and inflexible program curricula have limited the amount 
of collaborative care education available to students (Betz & Turman, 1997; Griffin, 
1996; Larson, 1995; Forbes & Fitzsimons, 1993). Important concepts within collaborative 
education are often not properly addressed in allied health curricula. These include 
concepts in confidence, communication, professional responsibilities, and teamwork 
skills (Adamson et al., 1998; Lewis et al., 1998; Forbes & Fitzsimons, 1993). This failure 
to provide collaborative education may be creating a succession of graduates who are not 
adequately prepared to work in collaborative health care teams. However, there are some 
institutions that offer collaborative care education through a variety of other methods. 
Although limited in number, these approaches can serve as models for other institutions 
and may promote increased education in collaborative care approaches. 
Methods Being Used to Foster Collaborative Care Education 
A variety of educational methods are used to provide collaborative care 
education. Each method has its own benefits and limitations. The following is a summary 
of the methods most commonly found in the literature dealing with collaborative care 
education. They include the use of computers, problem-based learning seminars, lectures, 
and, community and fieldwork programs. 
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Use of computer technology Current research has explored the effectiveness of 
computer technology use in allied health education. Computer Assisted Instruction (CAI) 
is an educational method where students use a computer program to achieve specific 
educational goals. Benefits of using a CAI program include individualized pacing of 
instruction for students, decreased time needed for learning, and, the provision of 
practice situations through a stimulated environment (Kinny, Keskula & Perry, 1997; 
McNurlen, Gilkeson, and Drake, 1996f 
McNurlen, Gilkeson, and Drake (1996) explored computer use in occupational 
therapy education. They surveyed occupational therapy program directors to identify if 
they used a computer and in what capacity they used it. They found that 61 % of 
educational occupational therapy programs (n=40) used computers to provide 
educational instruction. Of the programs using computers for instruction, fourteen used 
CAI programs. The CAI programs were used for tutorials, simulations, drill/practice 
activities and interactive tutorials that provided feedback to the user. Five institutions 
required that the CAI course be taken as a prerequisite. 
Several barriers limit the use of CAI in occupational therapy education. These 
barriers included the limited number of commercial CAI programs that are relevant for 
occupational therapy students, the high cost of equipment and software, and, the lack of 
training and support in the use of CAI programs (Kinny et al., 1997; McNurlen et al., 
1996). However, McNurle's group believes that as the use of computer technology and 
CAI programs grow, the opportunity for the development of occupational therapy-based 
programs will increase. They also believe that more comprehensive investigations into 
the effectiveness of CAI programs in occupational therapy education will occur with the 
increased development and use of CAI programs. 
In a 1997 study, Kinny, Keskula & Perry investigated the differences in 
knowledge retention between phy~ical therapy students taught through a CAI program 
and those taught by an instructor. The CAI program allowed students to practice making 
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clinical decisions by requiring that they choose the appropriate techniques for evaluation, 
analysis and synthesis of information gathered from a computerized case study. They also 
had to appropriately document the results reached. Those receiving traditional instruction 
from an instructor interacted in a teacher-lead class that included case study, role-playing 
and lecture/discussion educational techniques. 
Both groups were given an identical 36 question multiple choice pre-and 
post-test. The amount of time needed to complete the case study activities and the tests 
were calculated. Researchers found no significant difference between the pre- and 
post-tests scores of the students. However, on average, the CAI group finished thirty 
minutes faster than the traditionally instructed group. The authors suggest that the use of 
CAI programs may be beneficial in education because it improves time efficiency 
without negatively affecting educational outcomes (Kinny et al., 1997). 
A 1992 study on the Health Information System Simulator (HISS) explored the 
use of computers in interdisciplinary education by presenting computerized case studies 
to occupational therapy and physician's assistant students (Marion, Niebuhr, Fike and 
Muma, 1992). The HISS program was created to increase student access to 
interdisciplinary knowledge and training prior to joining the work force. It attempted to 
facilitate interdisciplinary learning by creating case study files that contained evaluation 
and medical information from a variety of disciplines. The occupational therapy and 
physician's assistant students completed tasks that required the review of this 
interdisciplinary information. Information was accessible through a succession of text 
files stored in the program. The occupational therapy students and the physician's 
assistant students were given different case studies and tasks and did not interact with 
each other. 
The physician's assistant students were provided with a case study for which they 
had to prepare a differential diagnosis and a treatment plan. They were able to gather 
information by directing questions to the facilitator of the class, who in turn accessed the 
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computer for the answers. The HISS program was able to provide limited feedback on 
the student's choice of diagnosis and treatment. The professors facilitating these CAI 
classes identified the program as simple to use. Overall, the physician's assistant 
students found the HISS program to be useful in their education. Seventy-eight percent 
of the students felt that the program facilitated their information gathering skills, while 
eight-two percent felt that the simulation provided useful feedback for the creation of a 
differential diagnosis and treatment plan 
The occupational therapy students were provided with a similar case study. 
Unlike the physician's assistant studentS, they were able to individually access the 
computer for information gathering without the assistance of a professor. The 
occupational therapy students were required to use the HISS program to review the case 
study materials, assess the client's health status, and create a treatment plan. The 
occupational therapy students identified difficulty in using the HISS program, mainly 
because of computer interface problems. Nevertheless, 71 % of the students felt that the 
HISS program improved their ability to organize and understand the patient information. 
Also, 61 % of the students felt that the program gave them better access to 
interdisciplinary patient information than might have been available through tradition 
chart or file information gathering. The authors concluded that although the initial 
evaluation of the HISS program was positive, further development of the program was 
necessary to improve on its interface problems (Marion et al., 1992). 
The use of computer technology has shown initial promise as an effective method 
to use in occupational therapy education. Early data also suggests that it may be a 
promising method to provide collaborative care education in occupational therapy 
programs. When well designed, the use of computer technology can allow students to 
explore the contributions of other team members through interdisciplinary chart reviews 
and the creation of treatment plans from interdisciplinary data (Marion, 1992). 
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Problem-based learning seminars Problem-based learning (PBL) is a method of 
education that stresses a learner-centered model of education (Royeen, 1995). Individuals 
work in small groups of five to seven members, and build problem-solving and clinical 
reasoning skills using clinical case studies. In a pure PBL approach, students do not 
receive grades, but instead are evaluated using a pass-fail method. 
The PBL method uses case studies to simulate situations that require the 
investigation of complex issues. To fully participate in the exploration of the provided 
PBL case study, communication and interaction with other students is essential. In such a 
setting, students may practice defining their roles to others, acknowledge the 
contributions that other disciplines make, and, examine how others may perceive their 
roles in a team. Other benefits of PBL are increased focus on the learner, team learning, 
and, the fostering of lifelong learning skills (Wetzel, 1995). 
Lary and colleagues ( 1997) explored the use of problem-based learning method as 
a multidisciplinary education tool. The study used progressive program phases that 
encouraged interaction among dental hygiene, physical therapy and physician's assistant 
students. Phase I focused on educating students (n=109) in teamwork and PBL concepts 
through the use of presentations. In Phase II, three interdisciplinary teams of five students 
each were created. Each team included at least one member of each of the three 
disciplines. The teams met once a week for four weeks in a PBL style to discuss 
information on a HIV case study. The students used these meetings to identify their 
professional perspectives on the case and to discuss critical case issues. 
In Phase III, five teams consisting of one member from each discipline were 
created. They meet once a week for four weeks to plan and complete an assessment on an 
actual client. Each member performed a discipline-specific assessment with the 
assistance of the other team members. The students then integrated their assessment 
information to create and present an interdisciplinary summary. 
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At the end of phases II and ill the students completed a questionnaire that 
evaluated their interdisciplinary PBL experience. Of the students participating in phase II 
and ill, 100% identified PBL as an effective approach for collaborative education. Also, 
93% reported enhanced problem-solving skills and 98% believed they improved their 
teamwork skills and their understanding of other team members' disciplines 
Lary and colleagues (1997) recommend that this pilot study be repeated on a 
larger scale to validate its results. However, this study does support the appropriateness 
of using PBL methods in collaborative education. PBL facilitates high levels of 
interaction among students and increases access to skill building situations, aspects that 
are often beneficial in collaborative care education. Its initial positive results in 
collaborative education makes it relevant to explore its current status in occupational 
therapy collaborative care education. 
Lecture-based courses Traditionally, the lecture format is the most common 
method of education used in collegiate settings. The main characteristic of a lecture 
format is the verbal, teacher-lead delivery of information (Garside, 1996). The use of the 
lecture format in education has both positive and negative characteristics. Critics have 
noted that this format limits the fostering of skills in problem-solving, information 
analysis, critical thinking, and, communication (Dal Bello-Hass, Bazyk, & Milidonis, 
1999; Garside, 1996). However, the use of a lecture method of education also has many 
important benefits. Lecture methods allow the efficient use of space, faculty, time, and, 
financial resources (Dal Bello-Hass et al., 1999). The use of a lecture format has also 
been linked with more frequent class attendance and with a student's belief that success 
in a course is attainable. 
In 1999, Dal Bello-Hass and associates compared the effectiveness of the 
traditional lecture method with a new feedback-lecture method. The participants in this 
study were occupational therapy and physical therapy students enrolled together in a 
'Principles of Medicine' class. The control students received a reading assignment and a 
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traditional 80-minute lecture on the topic of traumatic brain injury (TBI). The students in 
the feedback-lecture class received facilitator-created study guides and learning activities 
to complete four days prior to the TBI lecture. Their lecture experience consisted of two 
30-minute lectures. Each of these was followed by a 10-minute small group discussion. 
The groups consisted of both occupational therapy and physical therapy students, and 
allowed interaction and communication between the students. 
To test content understanding, students in both the feedback and traditional 
lecture classes received a pretest and a post-test. A second post-test was given four 
months after the course. Test results showed no significant differences between the two 
groups in any of the test scores. However, the students perceived the feedback-lecture 
method more positively than the traditional method. Some of the students in the 
feedback-lecture class felt greater levels of arousal during the lectures and were positive 
about being able to be in small groups (Dal Bello-Hass, et al., 1999) . 
This study shows that both traditional and feedback methods of lecturing can be 
used to provide education for occupational therapy students in collaborative situations. It 
also shows that modifications to the traditional style oflecturing can allow a greater 
degree of communication and interaction between students of different disciplines 
without altering the effectiveness of the teaching style. 
Community and fieldwork-based course Several recent studies have investigated 
the effectiveness of practical training in increasing knowledge and competency in 
collaborative teamwork (Cox, 1999; Hayward, et al, 1996; Erkel, et al., 1995; Perkins & 
Tryssenaar, 1994). Several of these studies were conducted in rural areas. These studies 
have often been partially funded by the government and have been used to increase 
awareness of rural health care needs. Many of these programs have also exemplified the 
benefits of collaborative care. 
Erke I and associates ( 1995) reviewed the effects of a Rural Interdisciplinary 
Practicum (RIP) on the attitudes of eleven health education., medical, pharmacy, 
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occupational therapy and physical therapy students. This practicum immersed students 
from these disciplines in a rural health care environment. For five weeks, students 
explored the topics of environmental rural issues, collaborative treatment planning and 
rural patient care. They participated in ol:iservations and day trips, created public 
educational workshops, and, performed supervised evaluations on clients while working 
in teams. 
At the end of the program, students were evaluated on their perceptions and 
knowledge of rural health care. Results showed that all of the students improved their 
knowledge of rural, trans-cultural, and interdisciplinary care issues. Eight of the students 
reported that the practicum had positively affected their consideration of working in a 
rural environment. The students found the interdisciplinary aspects of the program to be 
positive and enjoyable. The researchers concluded that RIP was an appropriate method 
to encourage and deliver interdisciplinary education in rural health settings. 
Hayward and colleagues (1996) rep<irted on the Idaho Rural Interdisciplinary 
Training Project. This program provided team seminars and rural clinical placements to 
identify whether professional perspectives were altered by the exposure to practical 
interdisciplinary care. Students from several health care disciplines participated in a 
seminar to discuss interdisciplinary team approaches to health care and to share their 
perceptions on the topic. They also attended weekly seD:llnars to develop and present 
materials on case studies. 
A pre-and post-test design was used to gather data on the effect of the program on 
students' perceptions. Results included significant positive changes in the participants' 
perception of professional competence, autonomy, cooperation, and, resource sharing. 
This finding is an important one, since these concepts are important in the creation of a 
common vision of treatment (Fitzpatrick, 1996). The researchers believe that these 
perceptions support the creation of a comprehensive, interdisciplinary plan of care. They 
I 
OT & Collaborative Care Education 44 
concluded that this study exemplifies the benefits of practical interdisciplinary 
experiences for students in health care fields and promotes the creation of new programs. 
Perkins and Tryssenaar (1994) provided a case description ofa pilot program in 
interdisciplinary education. This program promoted interaction between physical therapy 
and occupational therapy students through the use of small group tutorials and 
collaborative care case studies. These tutorials occurred during fieldwork placements. 
Evaluation of individual and group performance was done through feedback and 
discussion sessions during the tutorials. Participating students perceived an increase in 
their knowledge of each other's disciplines. They believed that this encouraged 
collaboration in their clinical settings.· Students also. perceived an increase in their 
comprehensive understanding of their clients' needs, which assisted them in coordinating 
treatments for their clients. 
Cox and associates (1999) also identified positive responses to interdisciplinary 
education and training during clinical placements. The occupational, physical and speech 
therapy students involved in this study were completing fieldwork requirements in a 
rehabilitation setting. Prior to the study, students completed a questionnaire on their 
expectations of the study. All but two students attended weekly teaching sessions on 
interdisciplinary topics. The two remaining students used audio teleconferencing to 
engage in these sessions. Questionnaires and journals were used to identify the effects of 
these interdisciplinary sessions on their learning during their fieldwork experience. The 
data gathered was analyzed using qualitative methods. 
The analysis discovered many recurrent perceptions among the students (Cox et 
al., 1999). The students felt that they had improved their understanding of their own 
scope of practice as well as that of other professionals. They identified an improvement 
in their communicatio"n skills, the development of a support network within the team, 
and, a more comprehensive view of their clients. However, students noted a disadvantage 
in having lost valuable hands-on clinical opportunities to participate in the collaborative 
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tutorials. The students also reacted negatively to the fact that their efforts were not 
assessed in their clinical performance evaluations. This omission was due to the fact that 
their performance evaluations did not include outcome measures dealing with 
collaboration. Regardless of the disadvantages, this program was shown to have great 
potential for interdisciplinary education in a practical educational health care setting. 
Although the studies sited above are limited in scope and size, the use of a 
community or fieldwork experience has shown promise. For example, the use of such 
methods has been shown to improve students' perceptions and knowledge about 
collaborative health care. It increases the knowledge and acceptance of other 
professionals and their roles. Use of community and fieldwork experiences also provides 
situations where students can interact with clients and professionals as they build their 
skills. 
A review ofliterature on the methods being used in collaborative care education 
shows that there are a variety of techniques currently being used. Many of these methods 
have been identified as beneficial to collaborative occupational therapy education. 
Unfortunately, a search of various databases and journals has identified no current data 
on the use of these methods in collaborative occupational therapy education. This lack of 
data may limit the understanding of the current status of collaborative care education in 
occupational therapy programs. 
The Need for a Census of Collaborative Care Education in Occupational Therapy 
Collaboration is a relevant and beneficial method to use for the provision of 
occupational therapy services. The use of collaboration has been promoted in historical 
and current occupational therapy literature (AOTA, 1998a; AOTA, 1998b; National 
Society for the Promotion of Occupational Therapy, 1921). It is congruent with the 
principles of occupational therapy practice in that collaboration provides comprehensive, 
client-centered care. Current curriculum standards for the accreditation of an 
occupational therapy educational program include items related to collaborative care 
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education. Professional occupational therapy educational curriculums must facilitate 
skills necessary for interaction with clients and other health professionals during 
consultation, treatment planning, and treatment implementation (AOTA, 1998a). 
Programs must also promote an understanding of current models of service delivery and 
the contexts where they will be found (AOTA, 1998a). In today's health care climate, one 
model of service delivery that is essential to understand is the collaborative model. It is 
also an ethical obligation in occupational therapy practice to consult with other 
professionals for client care when it is deemed necessary (AOTA, 1998b; AOTA, 1994). 
Although the use of collaborative methods is promoted, and at times required, 
there is no clear understanding of the degree to which occupational therapy students are 
being educated in the use of collaborative health care. No recent studies on the status of 
collaborative care education in collegiate occupational therapy programs were discovered 
when searching in various medical and educational databases. Inadequacies in the 
education of occupational therapy students can not be identified if information on the 
current status of collaborative care education is not clear. It is therefore important to 
identify the prevalence and characteristics of collaborative education that occupational 
therapy students obtain in entry-level professional programs. Such a study may identify 
whether students are being adequately prepared for a profession and a health care 
environment that advocates and expects the use of collaboration. 
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Methodology 
Ouestjons 
In professional entry-level occupational therapy programs in the United States, 
how prevalent are courses on collaborative care issues? 
In professional entry-level occupational therapy programs in the United States, 
how frequently are occupational therapy department courses taught using collaborative 
methods? 
What educational methods are employed in collaborative care education in 
professional entry-level occupational therapy programs in the United States of America? 
To answer these questions, the Collaborative Care Survey was created and mailed 
to professional entry-level occupational therapy programs in the United States. 
Participants and Selection Method 
The survey and accompanying materials (Appendices A, B and C) were initially 
mailed to the directors of AOT A accredited entry-level professional occupational therapy 
collegiate programs. The directors' names and their department addresses were identified 
using the Accreditation Council for Occupational Therapy Education's (ACOIB) 1998 
listing of accredited entry-level professional programs. The occupational therapy 
directors of all the 117 listed schools were contacted. 
This researcher assumed that the program directors had an excellent 
understanding of the curriculum due to their close association with program 
management. However, it was acknowledged that time restraints and administrative 
commitments may have limited the responses from these individuals. Therefore, the 
recruitment letter (Appendix A) asked directors who were unable to complete the survey 
to choose another knowledgeable faculty member to complete the survey. 
Returned surveys (n=54) were completed by a variety of occupational therapy 
faculty members. The participants identified themselves as program directors (64.2%), 
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fieldwork coordinators (5.7%), assistant program directors (5.6%), or identified 
themselves under the heading of "Other Faculty Position" (24.5% ). 
Measurement Instrument 
The measurement instrument used was the Collaborative Care Survey, a mailed 
survey developed specifically for this study by the researcher (Appendix C). Definitions 
for the relevant terms in the survey, such as collaboration and collaborative care 
education, were identified in or developed from the information gathered through the 
literature review. Collaboration was defined as the, "joint communicating and decision 
making process with the expressed goal of satisfying the patients wellness and illness 
needs while respecting the unique qualities and abilities of each professional" (Coluccio 
& Maguire, 1983, p.60). Collaborative care education was defined as, "An educational 
approach in which two or more disciplines collaborate in the learning process with the 
goal of fostering interprofessional interaction that enbances the practice of each 
discipline" (AACN, 1996, pg.12). 
Using the definitions above, participants were asked to identify if courses 
teaching specifically about the topic of collaborative care were available by checking a 
yes or no box (see Appendix C). The participants were asked to supply the names of the 
courses that were available. The survey then asked participants to identify available 
courses that utilized a collaborative care education approach by writing the name of these 
courses in a provided matrix chart. 
The methods of education were provided to the participants in the above 
mentioned matrix chart. Participants identified the type of method used by writing the 
name of the course under the correct heading. They included the methods identified in 
the literature review as currently being used for collaborative care education. Methods of 
education used in collaborative care education included classes taught through lectures, 
computer instruction, problem based learning seminars, community involvement, and 
I 
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during fieldwork placements. An "Other" category was provided to allow participants to 
name any other method used in collaborative care education. 
Additional data was gathered with this instrument that was not considered the 
focus of the instrument. Forced choice lists of the class standing (i.e.: first year 
undergraduate, sophomore, etc.) of occupational therapy students receiving collaborative 
care education and the possible educational and allied health professionals involved in 
collaborative courses were included. These descriptors were often found in studies 
identified in the literature review as concerning health care students. These questions 
were added to this study to provide additional descriptive information about the current 
use of collaborative care education in occupational therapy programs. It identified which 
disciplines' students collaborate with occupational therapy students and in what 
academic year they do so. Questions regarding current program size, class size, and year 
of initial and last AOT A accreditation were also included. 
Operationalization of concepts into variables In order to develop the 
collaborative care survey, the main concepts were operationalized into variables. To 
identify the prevalence of student education on collaborative care, information on 
available courses on the topic of collaboration was gathered. This study' s definition of 
collaboration was provided to participants. However, the participants did not receive 
examples of the types of course objectives that would constitute a course specifically on 
collaborative care. The participants were asked to check a yes/no box and list the names 
of available courses that specifically taught its students on the use of collaboration in 
health care settings. This researcher then counted how many courses where listed by the 
participant and used descriptive methods to analyze the data. Descriptive information on 
the number, mean, mode, and, medium of courses taught specifically on collaborative 
care was identified. 
To gather information on the status of collaborative care education in 
occupational therapy programs, the names of courses that use collaborative methods to 
-
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teach its curricula were gathered. The definition of collaborative care education and the 
different types of educational methods (lecture, computer instruction, PBL seminars, 
community involvement/fieldwork placements, and, 'Other') were provided to the 
participants. Once again, the participants were not given examples of what constituted an 
appropriate course to list The participants were asked to identify the name or general 
topic of available courses that used this method of collaborative care education. This 
researcher counted the number of names listed and used descriptive analysis to identify 
the number of courses available, and the mode, median and mean number of courses 
available at different institutions. 
The faculty and student composition of courses using collaborative care education 
methods were also examined to identify the likelihood of interdisciplinary contact 
between students and/or faculty. When listing the names of courses using collaborative 
care approaches, the participant had to place the name in the correct area of the matrix 
chart that identified a type of student and faculty combination. Three types of student 
and faculty combinations were identified. Occupational therapy students taught by 
faculty members from another health profession in an occupational therapy related field 
was one combination identified. Another option was oc;cupational therapy students and 
other students being taught by an occupational therapist and another professional. The 
last type of teaching situation was when one faculty member (occupational therapy or 
other) taught occupational therapy students and other students. All courses identified on 
the survey had to be offered through the occupational therapy department. Once again, 
descriptive methods were used to identify relevant information on the types of student 
and faculty composition used in collaborative care education. 
Validity and Reliability 
No reliability or validity studies were conducted on this survey. It was therefore 
field-tested using six faculty members of an accredited entry-level collegiate 
occupational therapy program. These members were asked to comment on the clarity of 
• 
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the questions, the ease of response, and, the length of time that it took to complete the 
survey. Comments were analyzed and the survey was then revised to improve on any 
deficiencies identified. The result is the survey labeled Appendix C. The length of time 
for the completion of this survey was estimated to be approximately 15 to 20 minutes. 
Format This survey was designed to appeal to participants by gathering 
information in a concise three-page format (Appendix C). The first page consisted of 
questions on the participant's job description, descriptive information on program size 
and faculty composition, the academic majors available at the institution, and the 
presence of courses specifically on collaborative care. The last two pages were designed 
in a matrix table format. The first gathered information on the number of courses 
available that used collaborative care education and the educational methods utilized. 
The_second chart gathered information on the disciplines and academic level of the 
students participating in the collaborative courses in reference to the educational methods 
used to teach the course. 
The initial mailing of the survey packs occurred on March 13, 2000 with the 
return date of April 3, 2000. Each pack contained a recruitment letter (Appendix A), a 
letter of consent (Appendix B), a self-addressed, stamped envelope and between one and 
three surveys (Appendix C). The number of surveys sent was determined by the number 
of different degree levels (BS, MS, Ph.D., and/or certificate) offered by the occupational 
therapy program. By April 4, 2000, only 17.5% of the initial surveys were returned. Due 
to the low response rate, a second mailing occurred on June 26, 2000. Those programs 
that were initially sent multiple surveys returned only one survey, with many programs 
noting that the curriculum of the different degree levels were similar. Therefore, a new 
recruitment letter was sent with the new mailings (Appendix D). It included a revised 
instruction to complete only one survey for all existing programs. A final return rate of 
54 surveys, or 46.2%, was achieved. 
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Also mailed on June 26, 2000 were letters to seven schools who completed 
surveys but had not returned the signed consent form. These letters gave the participants 
the option to withhold the provided information from the study by contacting this 
researcher by mail or electronic mail. None of these programs opted to withhold their 
information so theif surveys were included in the study. 
Analysis 
Analysis of the gathered information occurred in the summer of2000 with the use of 
SPSS 6.1. Descriptive analysis occurred to answer the questions presented by this study, 
namely, how prevalent is collaborative care education and what educational methods are 
employed to teach collaborative care education in professional entry-level occupational 
therapy programs in the United States. In addition, descriptive analysis, including cross 
tabulations, was performed to identify any possible trends or relationships for future 
research. This included analysis on: 
• The relationship between academic majors available at an institution and the 
participating disciplines in a collaborative care course. 
• The relationship between initial AOTA accreditation dates and presence of 
collaborative courses. 
• The most frequent academic year students are in when taking a collaborative course 
• The relationship between the type of occupational therapy degree offered and the 
presence of courses specifically on collaborative care. 
• The likelihood that courses identified as using collaborative education would include 
interaction between its students. 
Scope and Limitations 
This study was devised to gather and analyze data on the prevalence of courses 
specifically in collaborative care topics and the educational methods used to teach 
collaborative care education within entry-level professional occupational therapy 
_. 
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programs. It is a descriptive study that can provide census material on the status of 
collaborative care education within occupational therapy programs. While it may provide 
a basis for future correlational research studies, it was not devised nor field-tested as such 
a study. 
Survey quality control is limited in that it was field-tested on only six individuals 
teaching within the same program. This limited field-testing did not allow for a large 
representative sample to assess the clarity, ease or time consuming characteristics of the 
survey, thus limiting its effectiveness. 
This survey investigated only entry-level programs and not programs that offered 
advanced degrees. It also only investigated collaborative care courses that were offered 
through the occupational therapy department. It did not investigate those courses open to 
occupational therapy students outside of the occupational therapy department. 
Last, this study had to assume that the participant completing the survey was 
knowledgeable about the program's curriculum. If this assumption was wrong, the data 
collected may be inaccurate. 
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Results 
Participant and Institution Demographics 
Of the 117 surveys mailed, 54 (46.2%) useable surveys were returned. To be 
useable, a survey had to provide information on at least 75% of the questions. The 
majority of the surveys returned were completed by program directors (64.2%). Other 
respondents included assistant program directors (5.6%), fieldwork coordinators (5.7%), 
and those who identified themselves as other faculty (24.5%). The information gathered 
was tabulated for descriptive purp0ses ilsing frequencies and cross-tabulations. 
Total enrollment and class size Total program enrollment is the total number of 
students who are enrolled in an occupational therapy department. The participants of this 
study were provided a forced-choice list of total enrollment ranges. Table 1 shows the 
frequency of program enrollment sizes as identified by the respondents. The 
preponderance of occupational therapy programs ( 42.6%) had a total program enrollment 
of between 51 and 100 students. This percentage was closely followed by a third of the 
respondents who identified their total program enrollment as ranging between 101 and 
200. The least common (1.9%) enrollment size was the 301to400 range. As the data 
. ' gathered used ranges and not the actual number of enrolled students, mean and median 
descriptive results were not calculated. 
Information was also gathered about the average class size of occupational 
therapy department courses. Ranges for class size were also offered in a forced-choice 
question format. One respondent checked more than one option and was therefore 
excluded from this portion of the data analysis. Of the remaining 53 occupational therapy 
programs, most were characterized by average class sizes that clustered around the 31 to 
40 (35.8%) and 21 to 30 (34%) student ranges. The least commonly identified class size 
range were those that held more than 51 students. The ranges of 51 to 60, 61 to 70, and 
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Table 1 
Total Prowam Enrollment of Responding Occupational Therapy Prowams 
Size range 
1-50 
51-100 
101-200 
201-300 
301-400 
>400 
Not!:.. n=54 
% of occupational therapy programs 
selecting range 
7.4 
42.6 
33.3 
7.4 
1.9 
7.4 
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Table 2 
Average Class Size of Courses in Occupational Therapy Departments 
Size Range 
10-20 
21-30 
31-40 
41-50 
51-60 
61-70 
>71 
Niru:..n=53 
% of occupational therapy programs 
selecting this range 
5.7 
34.0 
35.8 
13.2 
3.8 
3.8 
3.8 
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more that 70 were each identified by 3.8% of the respondents as being the average class 
size. Table 2 shows the data gathered on occupational therapy departments' average class 
size. 
Faculty composition. The responding occupational therapy programs employed a 
total of 502.65 faculty members. This number included full-time and part-time faculty. 
The number of faculty members in an occupational therapy department ranged from 4 to 
26, with a mode of 8 and a mean of 9 .3 per program ( n=54 ). Of the responding programs, 
66. 7% indicated that all of their full professors, associate professors, assistant professors, 
instructors/lecturers and clinical instructors were occupational therapists. Since the 
average total program enrollment and average class sizes were identified in a range 
format, student to faculty ratio could not be computed. 
Full professorship, the highest-ranking title in faculty position, is the least 
common title found in occupational therapy departments. Results show that full 
professorship is held by only I 0% (n=502.65) of occupational therapy faculty members. 
The preponderance of the 502.65 faculty members in the occupational therapy 
departments holds the position of assistant professor (38%). Other academic positions 
held include instructor/lecturer (27% ), associate professor ( 16% ), and clinical instructor 
(8%). For this study, a clinical instructor was defined as a faculty member who works 
mainly within a school's clinic. Three surveys identified more than 25 clinical 
instructors. They were omitted in these calculations under the assumption that these 
individuals used inaccurate classification and included fieldwork supervisors. 
Degrees offered in occlJPational therapy The degrees offered in occupational 
therapy departments included Bachelor of Science, Arts or Occupational Therapy, Master 
of Science, Arts or Occupational Therapy, combined Bachelor's and Master's degrees, 
certificates, and Doctoral degrees. Of the 54 responding institutions, a total of 32 offered 
a Master's (MS) degree in occupational therapy. The preponderance of these 
respondents, nineteen, identified that the Master's degree was the only occupational 
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therapy degree available at their institution. A total of 31 responding occupational 
therapy departments offered a Bachelor's (BS) degree in occupational therapy. Seventeen 
of these institutions offered the BS degree exclusively. However, several respondents 
indicated that their BS programs were being phased out. This dissolution of programs is 
most likely due to new AOTA academic requirements for a post-baccalaureate degree for 
professional occupational therapy practice by the year 2007 (Punwar & Peloquin, 2000). 
Only three of the respondents offered the combined Bachelor's/Master's degree. This 
type of degree offers a Bachelor's and Master's in a condensed time period but requires 
that the Master's requirements be achieved before a student is eligible to practice 
occupational therapy. The prevalence of available occupational therapy degrees in the 
respondents' programs can be seen in Table 3. 
Other available majors Participants from the responding occupational therapy 
programs were asked to identify other. professional degree programs available at their 
university or college. This question was added to the survey to identify students with 
whom occupational therapy students could possibly collaborate. In addition to 
occupational therapy, a variety of other professional majors were available at 
participants' institutions. A list of common health-related majors was provided on the 
survey. Table 4 presents the information gathered about other majors and the degrees 
offered in these programs. An open-answer "Other" space was provided on the survey for 
respondents to identify any other relevant major. Other majors identified by the 
respondents as related to occupational therapy education included athletic training, health 
management, health information management, nutrition and diet, bio-ethics, health 
sciences, optometry, and sports health care. The majors of medicine and clinical 
laboratory sciences were both identified by two different schools. The availability of a 
major varied greatly between individual institutions. The majors most frequently offered 
at the responding institutions were physical therapy (83.3%) and nursing (75.9%). The 
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Table 3 
Degrees Offered by Occupational Therapy Programs 
Degree(s) offered 
Bachelor's 
Master's 
Combined 
Bachelor's/Master's 
Certificate Only 
Doctorate Only 
Both Bachelor's & Master's 
Both Bachelor's & Certificate 
Both Bachelor's and 
Doctorate 
Master's & Doctorate 
Both Master's & Combined 
Bachelor's/ Master's 
~n=54 
Programs offering degree(s) 
Number Percent 
17 
19 
2 
0 
0 
11 
2 
I 
1 
1 
31.4 
35.2 
3.7 
0 
0 
20.3 
3.7 
1.9 
1.9 
1.9 
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Table4 
Percentage of Schools Offering Degrees in Majors Other than Occupational Therapy 
% oflnstitutions having this Most frequently offered degree 
Major Major 
Physical Therapy 83.3 Master 
Nursing 75.9 Bachelor . 
Social Work 59.3 Master 
Special Education 55.6 Master 
Speech/Language Pathology 46.3 Master 
Health Administration 46.3 Master 
Physician's Assistant 45.3 Bachelor 
Respiratory Therapy 25.9 Bachelor 
Dentistry 22.2 Doctorate 
Therapeutic Recreation 16.7 Bachelor 
~n=54 
-------' 
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' least frequently available major was therapeutic recreation ( 16. 7% ). The availability of 
other majors ranged between these percentages. 
The number of majors available at any given institution ranged between one and 
eleven different health-related programs. Results showed that an average of 4.9 different 
disciplines were present per institution. A mode of four and a median of five majors were 
also identified. 
The most frequent degree offered for these majors varied. The most frequently 
offered degree was the Master's degree. Five of the ten disciplines offered the Master's 
degree most frequently within their prograihs. Four'of the disciplines offered a 
Bachelor's degree most frequently. Only one major, dentistry, offered a Doctoral degree 
more frequently than any other degree. The most common degree offered by each 
discipline can be seen in Table 4. 
Disciplines participating in collaborative care education. Respondents were also 
asked to identify which students participated in collaborative courses with occupational 
therapy students. This data was then cross-tabulated with the data gathered on the 
availability of a major. These cross-tabulations were performed to identify how often 
students from another major were included in collaborative courses with occupational 
therapy students when they where present at a participant's institution. Results identified 
that each discipline was included in courses with occupational therapy students at a 
different level of frequency (see Table 5). 
The discipline most frequently included in courses with occupational therapy 
students was physical therapy. Physical therapy students were included by 77.3% of 
institutions offering this major. The least frequently included students were those in 
health administration. Only 8.7% of the schools that had this major included these 
students in collaborative courses with occupational therapy students. The remaining 
majors were included with occupational therapy students at varying frequencies that 
ranged between these two percentages. Only three disciplines were included by more 
---------- -----------
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Table 5 
Majors' Inclusion in Collaborative Courses With Occupational Therapy Students when. 
Present at an Institution 
% of Programs including students 
Major n in collaborative course 
Physical Therapy 45 77.3 
Therapeutic Recreation 9 33.3 
Speech/Language Pathology 25 30.4 
Respiratory Therapy 14 28.6 
Physician's Assistant 24 27.2 
Nursing 41 23.1 
Special Education 30 10.3 
Social Work 32 9.3 
Dentistry 12 9.1 
Health Administration 25 8.7 
• 
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than 30% of occupational therapy programs having access to them. These majors were 
physical therapy (77.3%), therapeutic recreation (33.3%) and speech/language pathology 
(30.4%). 
Date of initial occupational therapy program accreditation Participants were 
asked to identify the date of their occupational therapy program's initial accreditation in 
order to examine any possible relationship between the program age and the presence of 
collaborative care education within the occupational therapy programs. Of the eleven 
schools with specific collaborative care courses being offered, five of the programs were 
first accredited in or after 1990. Three programs were accredited between the years of 
1971 and 1980. One program was accredited between the years of 1961-1970 and 
1950-1960. Only one responding program was accredited before the year 1950. 
Courses Specifically on Collaborative Care 
Participants were asked to identify whether courses specifically on the topic of 
collaborative care were offered at their institution and to provide the names of these 
courses. No examples were given, but a definition of collaborative care was provided 
with the survey. Of the respondents (n=54), 20.4% reported that they did provide courses 
that were specifically focused on the topic of collaborative care. The eleven institutions 
having specific courses in collaborative care identified a total of 40 available courses. 
These courses represented a variety of subjects, including biomechanical, ethical, 
psychosocial and medical topics. The average number of courses per programs was 3.6. 
The median was three courses per program. 
The eleven occupational therapy programs with courses specifically in 
collaborative care were examined in terms of the occupational therapy degrees they 
offered and by their faculty size. Eight of the programs offered the MS degree. Two of 
the programs providing specific courses awarded only BS degrees and one program 
offered the combined Bachelor's/Master's degree. The majority (63%) of programs that 
had courses specifically on collaborative care had a faculty size that ranged between 
--. -· -· ------------
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eight and eleven members. Eighteen-percent of these programs reported a smaller faculty 
range and the remainder reported larger faculty sizes. 
Courses Taught Through Collaborative Means 
Participants were asked to provide the names or general topics of the courses 
taught using collaborative approaches. Specific examples of such courses were not given 
but the respondents were provided with a definition of collaboration· and collaborative 
care education. Fifty-two respondents identified a total of 249 courses that used 
collaborative approaches to education. Three respondents did not provide the names or 
number of courses available. Instead they only checked portions of the survey' s chart. 
Therefore, for these three surveys, the researcher counted each method checked as one 
course for data analysis. Two respondents did not provide information about this question 
and were eliminated from the data analysis for this section. 
The number of courses taught using collaborative means ranged from 1 to 26, 
with an average of 4.6 courses available per institution. A median of3 and a mode of2 
were identified. Although some of the respondents provided only the number of courses 
available, the preponderance of respondents provided course titles or topics. Many of the 
listed course titles were offered at several institutions. The provided names represented a 
variety of health care topics, including ethics, biomechanics, psychosocial concerns, 
professional behavior and concepts, treatment and assessment, special populations, and 
medical issues. A list of course titles, in reference to teaching method used and the 
presence of non-0ecupational therapy students, can be found in Appendix E. Course 
names or topics that were similar are represented within the table by one generic title. For 
example gross anatomy, human anatomy and developmental anatomy were all 
represented by.the title 'anatomy'. 
Student and faculty composition Participants were asked about the student and 
faculty composition of the 249 courses taught through collaborative means. Participants 
chose from three forms of student to faculty combinations that were identified in the 
,• 
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literature as being representative of collaborative education. Table 6 shows the student 
and faculty composition of collaborative courses in reference to the type of teaching 
method used. Respondents indicated that 100 (40%) of these courses were comprised of 
occupational therapy students and other students taught by an occupational therapist and 
another discipline's professional. Eighty-one (33%) of these courses were comprised of 
occupational therapy students taught by faculty from a different profession in itn 
occupational therapy-related topic. The final 68 (27%) were comprised of students from 
occupational therapy and other disciplines taught by one faculty member (occupational 
therapist or other). 
Possible level of student interaction The level of possible student interaction was 
explored when it was noted that most courses taught through collaboration were taught in 
a lecture format. Course titles were subjectively analyzed to identify those courses that 
were highly likely to include interaction. Three pieces of information were used to form 
criteria for such identification. First, the student and faculty composition was examined 
to identify whether students from more than one discipline were included in the course. 
Second, the method of education used to teach the course was used to identify whether 
interaction for problem-solving in the classroom or in practical situations was suggested. 
·Third, the presence of keywords in the titles was noted. These keywords were identified 
through the literature review as being associated with student interaction, and included 
words such as fieldwork, interdisciplinary, transdisciplinary and professional 
communication. Course titles were identified as being highly likely to include student 
interaction if they included students from other disciplines in the course and: a) they 
included participation in practical situations; b) the title included keywords suggesting 
interaction; or c) suggested a need for interaction for in-class problem-solving. The 
collaborative courses that were identified as highly likely to include student interaction, 
and the reasons why, are listed in Appendix F. 
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Table 6 
Number of Courses That Use Collaborative Education Methods in Reference to 
Student/Faculty Composition 
Education Method 
Lecture 
Computer Instruction 
Problem-Based Learning 
Seminar (PBL) 
Commwlity Involvement 
Fieldwork Placement 
Type 1 
68 
3 
9 
11 
9 
Student/FacultyComposition 
Type2 Type3 
52 47 
2 4 
4 7 
13 8 
10 2 
Nll1it_ n=249. Type 1: Occupational therapy students and students from other disciplines 
ace taught by an occupational therapist and another disciplines' professional. Type 2: 
Occupational therapy students are taught by teachers from a different discipline on an 
occupational therapy related subject. Type 3: Occupational therapy students and students 
from other disciplines taught by one teacher (occupational therapist or other). 
---·------------ ~--------- . ~ 
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Academic level ofoccupatjonal therapy students Data was also collected to 
identify the educational level of the occupational therapy students involved in 
collaborative care courses. Table 7 shows the percentage of schools including 
occupational therapy students of a particular level of education. Since some programs 
offered collaborative courses at more than one level, these sets were non-exclusive. In 
general, involvement in collaborative courses occurred at higher educational levels, and 
~as rare in the first and sophomore undergraduate years. However, neither of the two 
responding programs offering" doctoral degrees in occupational therapy noted that their 
students were involved in collaborative courses. The students participating in courses 
using collaborative methods were most frequently in the Master's level (82% ). 
Educational Methods Used in TeachiOf;I Colliiboratiye Courses 
The educational methods used to teach collaborative courses were also identified 
in the survey. Participants were provided with a forced-list of educational methods used 
to teach collaborative courses and criteria for classifying courses under these methods. 
The educational methods specified on the list were course lectures, computer technology, 
problem-based learning seminars, community based involvement, and fieldwork 
expenences. 
Of the 52 institutions providing information on this topic, I (1.9%) used all the 
specified methods of education. Four institutions (7.7%) utilized four different methods 
of education, while four other responding programs used only three methods. Ten 
institutions (19.2%) used two different methods, and twenty-five institutions (48. l %) 
used only one method. The remaining institutions did not use any collaborative means to 
teach their courses. Respondents were also asked to identify any other methods that were 
being used for collaborative education within an 'other' category. Responses included 
independent studies, self-instruction/mentoring, and thesis completion. 
·-··~ 
• I 
-
• 
• . 
I 
• 
. 
. 
[ 
Table 7 
----· - __ ___,.., .. ·- ' .. 
OT & Collaborative Care Education 68 
Academic Level of Occupational Therapy Students in Collaborative Care Courses 
% Programs including occupational therapy 
Year of study students at this level 
Doctorate 0.0 
Graduate 82.0 
Senior 40.0 
Junior 53.0 
Sophomore 8.1 
1st .Year Undergraduate 6.1 
~ n=44. Some programs offer the same course to occupational therapy students at 
different academic levels 
I 
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Among the 249 courses identified, the most frequently used educational method 
was lecture. A total of 167 courses (67. l %) were taught using this method. Community 
involvement was used in 32 of the courses (12.9%) and fieldwork was used for 21 
courses (8.4%). Less frequently used were the relatively new teaching mediums of PBL 
seminar, used for 20 of the courses (8.0%), and computer instruction, used for 9 of the 
courses (3.7%) (see Table 6). 
Summary 
The results of this survey represent a statistically similar group of entry-level 
oecupationaltherapy programs in the United States. It shows that 20.4% of the 
responding programs (n=54) offer courses that are specifically on collaborative care. The 
preponderance of these programs were initially accredited in or after 1990. Of the 40 
identified courses only I 0, or 25%, were deemed highly likely to be specifically on 
' collaborative care issues. The results identified that a higher percentage of respondents, 
83.3%, reported using collaborative approaches when providing oceupational therapy 
education. The lecture method ( 67. l % ) is the most commonly used educational method 
in courses that used collaborative methods (n=249). The most common t~aching situati_on 
occurred when occupational therapy and other disciplines' students were taught by an 
occupational therapy and another professional (40%, n=52). Physical therapy was the 
major that most entry-level occupational therapy programs (77.3%) included in 
collaborative courses with occupational therapy students. Most occupational therapy 
I 
stridents involved in collaborative care education were in their graduate year of study 
., 
(82% ). These results provide adequate information to describe the current status of 
' 
collaborative care education in entry-level occupational therapy programs. 
~------~- .......... _!"""""-_ ,.. 
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Discussion 
Participants and Institutional Demographics 
This study was conducted to examine the current status of collaborative care 
education in collegiate entry-level occupational therapy programs. To accomplish this, 
participants were asked to complete a survey that gathered information on three main 
research questions. These questions explored: (a) if courses specifically on collaborative 
care issues are offered by occupational therapy programs, (b) if courses in occupational -
therapy departments are taught using collaborative education means, and, ( c) what 
methods of education are utilized in collaborative education. 
Prior to the examination of these questions, demographic information was 
gathered. The responding 54 institutions exhibited many similarities. The majority of the 
respondents were program directors. Since program directors are often directly involved 
with the management of the program curriculum, it is assumed that the responses 
provided on the survey are reliable. 
Class and total enrollment size The preponderance of occupational therapy 
programs in this study had emollment and class sizes that clustered around the lower end 
of the forced-choice size ranges. It was not within the scope of this study to examine the 
relationship between the presence of collaborative education and course and emollment 
sizes. However, the relatively small sizes can be a benefit for occupational therapy 
programs according to Shepard and colleagues ( 1985). Tuey noted that a lack of free 
time, space, and faculty members could limit integration of collaborative education into 
existing curriculums. The small class and emollment sizes noted might allow more 
components of collaboration to be practiced. A lower student-to-teacher ratio could lead 
to increased amount of in-class communication and interaction among students, or 
between faculty and students. Also, with fewer students to contend with, faculty 
members may be able to decrease the difficulty of scheduling collaborative experiences 
outside the classroom or with other present disciplines. 
i 
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Faculty composition The majority of respondents indicated that their faculty 
consisted solely of occupational therapy professionals. While this may help fo provide a 
strong curriculum in occupational therapy, it may also limit the creation or inclusion of 
collaborative education. Having to develop or teach courses with professionals outside of 
a department may be difficult due to planning-time restraints and complications in 
scheduling. These difficulties may be increased if the disciplines that would be included 
in collaboration are members of another division of the institution or are situated at a 
different location. Although the influence of faculty composition on the presence of 
collaborative education in occupational therapy was not explored within this study, it 
may be a promising area for future study. 
Other available majors More that three-quarters of the respondents indicated that 
their institutions offered at least one degree in another health-relate? major. Ironically, 
the preponderance of these respondents did not include these available majors in 
1 . 
collaborative education with occupational therapy students. An average of five majors, 
in the health care or education fields, were available at a respondent's institution. Yet, on 
average, only 25% of the schools included the students of another available major in a 
collaborative course with Occupational therapy students. 
In the literature, health care teams were comprised from a variety of disciplines, 
including social work, nursing, health administration, dentistry, and, physician assistants 
(Brita-Rossi et al., 1996: Erikson & Perkins, 1994; Carlson et al., 1988). Yet the students 
in many of these fields were not included in courses with occupational therapy students. 
Although reasons for this cannot be deduced from this study, barriers such as difficulty in 
scheduling, lack of faculty, and, different course requirements have been noted in the 
literature (Shepard et al., 1985). 
The absence of social work, nursing and physician assistant students in 
collaborative courses is especially noteworthy. These professions are often considered 
the primary liaisons between clients and other medical and health professionals. The 
OT & Collaborative Care Education 72 
growth ofHMOs has created an environment where a gatekeeper directs access to 
medical services. The gatekeeper is a health care professional " ... who is the patient's first 
coil.tact with the health care system and triages the patient's further access to the system 
(Mosby's Medical, Nursing, & Allied Health Dictionary, 1998, p39)". Currently, nurses, 
social workers, and physician assistants work as gatekeepers. If these professionals lack 
an understanding of occupational therapy services, or lack established communication 
and teamwork skills with occupational therapists, they may not understand the benefits of 
occupational therapy services. Further, occupational therapy graduates may be unaware 
of the scope of these professions, or may not be able to communicate in an appropriate.or 
professional manner with these gatekeepers. This lack of communication may limit 
referrals to occupational therapy services, or may limit the inclusion of occupational 
therapists into a health care team: 
The lack of collaborative education shared between nursing and occupational 
therapy students is especially disheartening. Review of the literature provides numerous 
examples of the nursing profession's desire to increase their collaborative approaches to 
health (AACN, 1996; Forbes & Fitzsimons, 1993; O'Tool, 1993). Occupational therapy 
and nursing professions both have philosophical bases in the promotion of wellness and 
holistic treatment approaches (AOTA, 1998b; AOTA, 1994; AACN, 1996; National 
Society for the Promotion of Occupational Therapy, 1921). Collaboration between these 
two groups is often needed due to the extensive involvement of both professions in 
patient education issues, and the mundane aspects of a client's life, such as involvement 
I 
in self-help activities of grooming, feeding, and medication routines. However, less than 
a quarter of the occupational therapy programs that have a nursing degree offered at their 
institution include nursing students in collaborative courses. 
There are many reasons why other disciplines may not be included in courses 
with occupational therapy students. Students may be enrolled at different schools within 
their institutions, making schedule planning and faculty collaboration difficult. The strict 
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hierarchy of a health student's curriculum may make it difficult to insert newly created 
collaborative courses (Shepard, Yeo, McGann, 1985; Lirrson, 1995). Students who are at 
the same academic level may not be at the same skill level, due to differences in course 
progression or access to practical experiences. When creating collaborative courses 
including students at different academic levels, difficulty in assigning course credits and 
creating appropriate course content may occur. 
Also, historical differences in professional training may provide a barrier to 
collaborative education. Some disciplines rely heavily on practical experience for 
professional training. Professions such as nursing and physician assistants require that 
students spend extended periods of time in on-site internships or fieldwork. This absence 
may make it difficult to include such students in on-campus collaborative courses. Some 
professions, such as physical therapy, require their students to participate in frequent, 
short-term fieldwork experiences. In comparison, occupational therapy programs tend to 
require fewer, longer-term experiences that take place near the end of the educational 
process. Such related departments might not be willing to include their students in 
established collaborative courses because their frequent absences from campus during a 
semester term. 
Courses Specifically On Collaborative Care 
Course offerings Only about one-quarter of the responding programs exposed 
their students to courses specifically addressing collaborative care. The respondents 
listed a variety of courses its being specifically on collaborative care and included courses 
on varied topics. 
The results suggest that the researcher and many of the respondents had a 
difference in opinion when categorizing what courses specifically focused on 
collaboration. The participants were provided with definitions of collaboration and 
collaborative care education on the survey. They were to classify their courses by 
reviewing course descriptions and outlines in reference to these definitions. However, 
ITHACA COLLEGE LIBRARY 
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when course titles were reviewed by the researcher, many seemed to allude to topics 
other than collaborative care. 
Some respondents identified courses such as anatomy, physiology, and 
therapeutic pharmacology as being specifically on collaborative care. Although it may be 
possible to provide information on the topic of collaboration within these courses, or use 
collaborative means to teach them, such titles do not suggest a focus on the topic of 
collaboration. However, the view of this researcher is based on subjective consideration 
of the course titles and did not include a review of course descriptions or outline, and 
therefore can not be used to question the accuracy of the responding programs' 
classification. Nonetheless, it does raise questions that a more comprehensive study may 
be. able to address. A study that includes reviews of Course outlines, description or syllabi 
may be able to provide more comprehensive information about the current presence of 
specific collaborative care coiirses within occupational therapy programs. 
Degrees offered by these proiuams It was interesting to note that the majority of 
programs that offered courses addressing collaboration also offered a Master's degree in 
occupational therapy. Shepard, Yeo, & McGann (1985) suggested that health care 
education creates many barriers. to effective collaborative care education because of the 
hierarchical nature of curricula and limitations in time and resources. Such factors limit 
the ability of educators and administrators to create and add courses about collaboration 
into curricula, or to redesign curricula to include more collaborative methods. 
Fortunately, changes in occupational therapy education requirements may provide the 
opportunities for better preparation of students through collaboration. 
In 1999, the Representative Assembly of the American Occupational Therapy 
Association passed a policy requiring a post-baccalaureate degree for practice in 
occupational therapy (Punwar & Peloquin, 2000). Higher education institutions have 
until January of 2007 to comply with standards for post-baccalaureate degree 
accreditation. As new Master's programs in occupational therapy are developed, 
- _..,~ ....,._ 
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i~stitutions will be forced to create new curricula and reallocate financial, faculty and 
space resources. New curriculum standards for the accreditation of an occupational 
therapy program also contain several items related to education in collaborative care 
issues and methods. Educational programs are required to develop the skills necessary to 
interact with clients and other health professionals for consultation, treatment planning, 
and treatment implementation. Educational occupational 'therapy programs must also 
facilitate an understanding of current models of service delivery and the contexts where 
collaboration will be found. These requirements must be addressed in the creation of 
curricula for these new post-baccalaureate degrees in occupational therapy. It is, 
therefore, reasonable to expect that the presence of collaborative education in 
occupational therapy education may be increased in this time of change. 
Courses Tau~t ThrouiUJ Collaborative Means 
The second research question asked whether courses in occupational therapy 
departments were taught using collaborative approaches. More than three-fourths of the 
responding programs stated that they used collaborative approaches to teach their 
courses. These results suggest that the majority of occupational therapy students have 
some exposure to interdisciplinary collaboration in education prior to entering the work 
environment. This result is positive in that occupational therapy students are being 
exposed to faculty and students from different professional backgrounds. However, 
exposure to collaborative teaching methods may not mean that students are learning how 
to develop and personally use collaborative approaches. 
Although the majority of occupational therapy courses using collaboration were 
taught with students from other majors, only a small portion of courses were identified as 
being highly likely to include interaction (see Appendices E and F). It is possible that the 
type of educational method Used is related to how likely a course will employ interaction 
between its students. This possible relationship was suggested when it was noted that the 
majority of courses taught through the community-based, fieldwork placement and PBL 
...... _--·--
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methods of education were identified as highly likely to include interaction. Although 
lecture was the most commonly identified method of instruction (see Appendix E) only a 
very small number of these courses were identified as being likely to include interaction. 
Educational Methods Used to Teach Collaborative Courses 
The last research question explored the methods of education used to teach 
courses using collaborative approaches. Results show that the majority of courses using 
a collaborative format (75.5%, n=249) used a lecture method. The teacher-led, verbal 
style oflectures allows for information to be presented to students with efficient use of 
space, faculty, time and financial resources (Dal Bello-Hass et al., 1999). However, 
lectures often limit the opportunities for student interaction and the practice of 
collaboration-related skills such as communication and teamwork skills. Notably, 
one-third of courses using lecture consists of occupational therapy students only being 
taught by a teacher from another discipline. Although this may allow students to learn the 
points of view of other professionals, and to gain a greater understanding of the scope of 
another profession, it may not facilitate the practical use of collaboration. When this 
student and faculty combination is used to teach basic sciences, students may learn very 
little about the specific roles or functions of the teaching professional. Previous 
researchers have suggested that occupational therapy students are often not prepared for 
the communication and teamwork responsibilities of the workplace (Adamson, et al., 
1998). Lack of student interaction in a lecture course due to the absence of peers from 
other disciplines may limit the opportunities for occupational therapy students to learn 
important and necessary communication and teamwork skills. 
In 1997, Lary and colleagues' supported the appropriateness of using 
problem-based learning (PBL) methods in collaborative education. PBL increases access 
to skill building situations and encourages interaction between students, which are 
important aspects in collaborative care education. This method provides the opportunity 
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for students to discuss their professions' contributions to health care and fosters 
improved professional communication. 
In this study, PBL was infrequently used as a method of collaborative education. 
Barriers to the use of true PBL in occupational therapy education include the absence of 
number or letter grading, and the focus on learner directed study (Royeen, 1995; Wetzel, 
1995). Higher costs and the need for small class size may also limit its use. However, 
PBL can be an appropriate and useful method to explore for use in collaborative 
occupational therapy education due to its focus on teamwork, communication and learner 
directed critical thinking. The PBL method allows students to direct their learning around 
a case study. It is a flexible method to use for collaborative education even if offered to 
occupational therapy students alone. For example, a properly created case may create the 
need for students to invite guest professionals or students to provide information. This 
involvement of other professionals would allow such a course to include collaborative 
problem solving without the problem of cross-departmental class scheduling. When PBL 
is used with mixed student groups, its potential for providing comprehensive 
collaborative education is excellent. 
Courses taught through fieldwork placements and community involvement were 
the two educational methods providing the most practical experiences in collaborative 
care education. Community involvement was the second most common method 
employed for collaborative care education by the respondents. This method has been 
linked to positive results in several collaborative education studies (Hayward et al., 1996; 
Erke! et al., 1995; Perkins & Tryssenaar, 1994). Community involvement often promotes 
the use of collaboration because it provides practical problems that require students to 
communicate and interact. Students must explore and then utilize each other's 
knowledge to resolve these problems. Professional roles and responsibilities are practiced 
and adopted by individuals. Community involvement also provides a reality-based 
situation that may better prepare students for the workforce, and can provide examples of 
- ·=-~== ---
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effective interdisciplinary collaboration. Compared to lecture-taught classes, the use of 
community involvement is relatively rare, however. Difficulty in scheduling of 
experiences and in providing coordinated placements may limit the use of community 
involvement methods. However, their benefits for promoting collaboration in 
reality-based situations are great enough to encourage further exploration of its use in 
collaborative care education in occupational therapy. 
Related to community-based programs is the use of programs in collaboration 
during fieldwork settings. Fieldwork placements are required for the completion of a 
degree in occupational therapy and in many other health professions. However, the use of 
fieldwork situations for collaborative education is not common. This result is not entirely 
surprising. A major disadvantage of collaborative education in fieldwork is the potential · 
loss of valuable hands-on clinical opportunities in order to participate in the collaborative 
tutorials within the fieldwork experience (Cox et al., 1999). Since occupational therapy 
fieldwork experiences are closely regulated and evaluated, disruptions occurring from the 
inclusion of a collaborative education program may be discouraged. 
Rather than creating separate course work during a fieldwork experience, it may 
be more practical to use occupational therapy fieldwork situations to encourage 
collaboration among related health care or educational students as part of their clinical 
activities. Instead of creating tutorials within a fieldwork experience, schedule and 
assigrunent pl!1flning might improve the collaborative aspects of fieldwork. For example, 
the increased use of interdisciplinary assessment, treatment or student projects may be 
beneficial. 
Also better scheduling by administrators may provide for the increased presence 
of students from multiple disciplines at a fiel~work setting. Fieldwork coordinators from 
different departments' may find that by coordinating their efforts they can form contracts 
with the same sites, or coordinate student fieldwork placements to coincide with one 
• 
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another. Valuable planning such as this could increase the availability of collaborative 
situations for the students. 
The least common collaborative educational method reported was computer 
instruction (3.7%). This result was expected due to the review ofliterature that identified 
few computer programs that were used in occupational therapy education (McNurlen et 
al., 1996). However, programs that facilitate collaboration do exist. Computer 
instruction has been used to improve integration of interdisciplinary information for 
diagnosis and treatment synthesis, and to improve organizJltional skills when working 
with interdisciplinary information (Kinny, Keskula & Perry, 1997; McNurlen, Gilkeson, 
and Drake, 1996). McNurlen and colleagues ( 1994) believed that as the use of computer 
technology and CAI programs grows there will be greater opportunities for the 
development of occupational therapy based programs. lf this is true, the number of 
programs that use computer technology for collaborative education may also be 
increased. This increase would be beneficial due to the individualized pacing of 
instruction for students, decreased time needed for learning, and the provision of practice 
situations in a stimulated environment that has been identified with the use of computer 
technology (Kinny, Keskula & Perry, 1997; McNurlen, Gilkeson, and Drake, 1996). 
Another possible use for computers in collaborative occupational therapy is the 
integration of chat-room based interdisciplinary projects or discussions. By using such 
means to communicate, students who are not based at the same location can interact to 
solve problems or complete assignments. Such a method may be especially beneficial for 
the inclusion of Occupational therapy students with nursing and physician's assistant 
students who might be off-site for extended practical experiences. 
Collaborative approaches have been identified as useful in the healthcare 
environment. Such approaches have resulted in decreased length of hospitalization, 
increased client satisfaction, and decreased costs (Brita-Rossi et al., 1996; Erickson' & 
Perkins, 1994; Carlson et al., 1988; William et al., 1987). In order to reap the benefits of 
---------~-.. -~ ·-
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collaboration in health care, individuals must be trained in the understanding and use of 
collaborative methods. 
This study shows that education about and training in the use of collaboration is 
not being extensively provided to occupational therapy student:S. Lack of collaborative 
education in occupational therapy programs can translate into under-prepared 
occupational therapists. Previous studies have shown that students often believe that they 
are unprepared for teamwork or collaborative approaches to treatment (Wolf, 1999; 
Adamson et al., 1998). Occupational therapists without effective abilities in 
communication and teamwork may have fewer resources to create a truly holistic 
evaluation or treatment plan. Poorly prepared graduating occupational therapy students 
may find that they are not able to effectively promote their profession in the health care 
environment. Without courses that examine and promote the practice of collaborative 
care principles, or courses that allow the practical application of collaborative skills, 
occupational therapy students may be inadequately prepared for the changing 
expectations of the workplace environment. 
Areas for Furtber Study 
The results of this survey identified several promising areas for further study. One 
area with great potential is the investigation on how professionals involved with 
occupational therapy education understand the concept of collaboration. It would be 
interesting to investigate how the concept of collaboration and collaborative education 
differs among occupational therapy programs and the faculty members within these 
programs. 
As the educational requirements in occupational therapy change, it may be 
beneficial to explore the relationship between the presence of collaborative education 
and the size of the faculty or program erirollment. During this time of change in 
occupational therapy education, it may be possible to manipulate class size and faculty 
make-up to a greater degree than previously possible. 
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Researchers could investigate the effectiveness of embedding information about 
collaboration throughout the occupational therapy curriculum versus providing 
collaborative education through courses specifically addressing the topic. This 
e~bedding can assist in the development or modification of occupational therapy 
I 
programs to create more effective curricula. It may also be beneficial to identify any 
relationships between the increase of post-baccalaureate degree offerings and the 
prevalence of collaborative education. Such information may help to identify whether the 
new post-baccalaureate' requirements'are helping to promote collaboration in future 
• 
occupational therapy practice. 
,1 Last, future studies could explore the effectiveness of various methods of 
education to allow educators to chose the most efficient method for their programs. Such 
' a study could also help identify factors that may effect the efficiency of each method, 
such as the program size or the experieiiee of the instructor. Research into these areas 
.I 
could also help to improve the quality and efficiency of occupational therapy education. 
Study Critique 
It was assumed that the Collaborative Care Survey would provide accurate 
information on the status of collaborative care education in entry-level occupational 
therapy programs. The high response rate and the good quality of the data gathered by the 
survey generally support this assumption. It was also assumed that a knowledgeable 
occupational therapy faculty member from the responding programs would complete the 
survey. The majority of surveys were completed by program direct~rs, which helps to 
support this assumption since they are closely associated with program development and 
management. 
This study did have limitations. When reviewing the titles of courses named as 
being specifically about collaboration, this researcher found it possible that some titles 
may have focused on topics other than collaborative care. It may be possible that 
disparities in the classification of courses between the respondents and the researcher 
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mly have occurred due to poor clarity in survey layout, instructions or definitions. The 
' 
dgfinitions of collaboration and collaborative education are complex and at times vague. 
I 
Different educators and professionals may understand its definition differently. The 
' Collaborative Care Survey was field-tested using six faculty members from the same 
accredited entry-level collegiate occupational therapy program. The limited field-testing 
of the survey may have negatively affected the clarity of the survey. It may have been 
I 
more valuable to have field-tested the survey on individuals from different programs. 
Gathering input from professionals in other programs may have helped to create clearer 
and broader definitions for the survey instructions. 
Another explanation for the disparities in classification may have been that the 
rdpondents demonstrated a social desirability bias. The respondents, mostly program 
diJectors, may have been aware of the importance and desirability of collaborative 
ed~cation, and wished to identify any aspect of it within their curriculum. Therefore, they 
may have identified courses only touching on collaboration as being specifically 
addressing collaboration. 
This study did not explore all methods of education that may have been offered 
. ' 
within an occupational therapy program. Although an open-choice other space was 
pr?vided, the methods identified," such as independent study, thesis completion, and 
self-instruction/mentoring, were the not explored further. This exclusion occurred 
because the participants and the literature rarely identified these courses. Also, this study 
did not request information on, or explore the use of, common educational methods used 
in 'occupational therapy education, such as labs or non-PBL seminars . 
. I Another limitation of this study was that it only reviewed collaborative education 
offered within the occupational therapy program, and not through other departments. It is 
possible that occupational therapy students are receiving more extensive education in 
collaborative health care than this survey indicated. Occupational therapy students may 
·I 
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ha've participated in collaborative courses outside of the occupational therapy 
department. 
This study did create a preliminary view of the status of collaborative education 
in occupational therapy programs. However, better survey instrument design may have 
yielded better data on the prevalence of courses addressing collaboration, and on the 
' .. 
influence of course and program size on collaborative education. The use an open-ended 
l 
rather than a forced-list format may have allowed greater exploration of the possible 
I 
relationships between collaborative education and program emollment or average class 
sJe. Cross-tabulations and further analysis could have been performed had the I -
information been gathered in such a way. The actual size of collaborative couises should 
have also been requested so that they could be compared to the average size of 
non-collaborative courses. 
The instrument design may have also lacked clarity in the instructions and the 
provided definitions. Participants were asked to list the titles of courses taught in a 
collaborative method by the student-to-faculty composition. Information was gathered by 
a matrix styled chart in order to create a condensed survey format. This chart style may 
haye led to the confusion or the misclassification of courses. It may have also caused 
many of the respondents to leave out the names of the courses and to only identify how 
many courses were available. This limited the identification of courses that were highly 
likely to include interaction. 
Positive characteristics of this survey were that the survey did have a high 
rdponse rate and was able to provide information on the three main research questions in 
.I 
this study. This survey also collected information that helped to suggest new areas to 
exblore in future studies. This researcher-designed instrument was therefore appropriate 
for the scope ofthis study. 
This study holds many implications for occupational therapy education. As 
previously stated, changes in occupational therapy education requirements may provide 
., 
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~ opportunity for many programs to critically review their curricula. This study asked 
educators to review the status of collaborative education within their own program, 
I 
which may have helped to promote the discussion or critical review of collaboration 
I 
within individual occupational therapy programs. The infonnation gathered in this study 
may facilitate greater research on the topic of collaborative occupational therapy 
l 
education, an area that is underrepresented in occupational therapy research. Greater 
knowledge in this area can lead to more efficient and comprehensive occupational 
therapy education. Last, this research study may have helped to introduce possible 
methods for collaborative education. Some methods, such the computer-based fonnat, 
~ 
are not commonly used in occupational therapy educatiori, especially not for 
collaborative education. This study may have aroused interest in using such methods for 
I 
collaborative education. 
r 
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Summary 
1· The purpose of this descriptive study was to explore the current status of 
I 
collaborative care education in professional entry-level occupational therapy programs. 
< • 
' Collaboration is increasingly being used in healthcare delivery because of its efficiency 
and effectiveness. The increased need for proficiency in the use of collaborative health 
care methods has made it important to explore whether occupational therapy students 
are receiving comprehensive preparation for their future work situations. Literature 
' 
se4rches using health care and education databases failed to identify any recent studies 
examining the status of collaborative care education in occupational therapy. Therefore, 
this study was undertaken. 
In March of 2000, the researcher-created Collaborative Care Survey was mailed 
to 117 occupational therapy programs across the United States. The survey gathered 
' 
information on the three main research questions. The research questions investigated: 
• (a) if courses specifically on collaborative care issues were offered, (b) if courses in the 
occupational therapy department are taught using collaborative means, and, ( c) what 
methods of education are used in collaborative education. Demographic information was 
alsb gathered on the respondents' programs. Information was collected on average class 
si~, faculty body size, initial accreditation date and whether other health care and 
edication degrees were offered at the programs' institutions. A total response rate of 
46.2%, or 54 surveys, was achieved. 
The responding institutions demonstrated many similarities including comparable 
faculty size and relatively small class and total enrollment sizes. Most respondents also 
indicated that their institution offered degrees in other health-related disciplines. 
Ul!fortunately, the preponderance of these responding occupational therapy departments 
did not include students from these majors in collaborative education with occupational 
thJrapy students. In particular students in disciplines where professionals are commonly 
t 
th~ primary liaisons between clients and health professionals or HMOs are especially 
" 
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underrepresented in collaborative courses. Student professionals such a.S nurses, social 
workers, and physician assistants, are included in collaborative courses by less than 
thiity-percent of occupational therapy programs having access to them. Due to limited 
I 
.. 
un~erstanding of occupational therapy services or a Jack of established communication 
and teamwork skills with occupational therapy students, these students may not 
uri~erstand the benefits of occupational therapy services. As professionals, this lack of 
! 
education could curtail referrals to occupational therapy services or limit the inclusion of 
occupational therapists into health care teams. 
The results showed that 20.4% of respondents indicated that they had courses that 
were specifically on collaborative care. A total of forty courses were identified, resulting 
in an average of 3.6 courses per program. The survey results also indicated that students 
have more access to courses taught using collaborative methods than they did to courses 
that were specifically on collaborative care. Approximately three-quarters of the 
reJpondents identified that they offered courses that used collaborative education 
methods. This percentage suggests that large proportions of occupational therapy 
students are being exposed to the use of collaboration. Unfortunately, when the course 
titles were examined, low usage of student interaction was suggested, possibly limiting 
the facilitation of collaborative skills such as professional communication and effective 
' 
. . 
teammg. 
Analysis of the methods of education used to teach collaborative courses 
identified that the majority of courses were taught using a lecture method This method 
uses a teacher-led, verbal style that can limit the amount of interaction opportunities that 
I 
sttidents receive. Methods that promoted interaction and that promoted the application of 
.I 
., 
collaboration were not as commonly used. 
Community involvement can facilitate the use of collaboration because it 
provides practical problems that require students to communicate and interact. However, 
these methods were used less than fifteen-percent of identified collaborative courses. The 
--------~-..._........... ' -
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use of collaborative education during required occupational therapy fieldwork was also 
rare. Problem-based learning is also a useful method of education that can promote 
I 
stuCient interaction and collaboration. Unfortunately, it was only used by only 
• 
eight-percent of collaborative courses. The least common method used was the use of 
cofuputer instruction. Although this method in not commonly associated with the 
• facilitation of interaction or communication, it has shown potential in facilitating 
collaborative education for occupational therapy students. 
This research study did confront several limitations. Although the survey did 
collect useful and apparently relevant information, it could have done so more efficiently. 
Th~ study did not investigate other methods of education used by the occupational 
therapy programs, even when briefly identified by the respondents, but instead focused 
on' only five specific methods. The study was also limited in that it only reviewed 
r 
collaborative education provided within the occupational therapy department, not 
I 
thrbugh other departments. Better investigation on the status of collaborative 
occupational therapy education could have occurred had all courses available to 
occupational therapy students been explored, regardless of the department they were 
offered through. 
I This study provided preliminary information on the current status of collaborative 
J 
ed~cation in professional entry-level oecupational therapy program in the United States. 
In general, the results suggest that occupational therapy students may not be exposed to 
courses that educate them in the theoretical basis or practical application of collaborative 
health care. A lack of education in collaborative health care can cause students to be 
unprepared for future workplace demands. Although attempts have been made by health 
care settings to provide their workers with an understanding of collaboration, the 
workplace environment often creates barriers to adequate collaborative care education. 
Deficiencies in the collaborative training of other professionals, limitations in time, and 
I 
I 
l 
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'I 
laek of administrative support may limit the effectiveness of workplace collaborative 
I 
.i.- •• 
care tnurung. 
Current changes in occupational therapy education and requirements for 
professional registration may effect occupational therapy students' exposure to 
co~aborative education. Policy changes now require a post-baccalaureate degree in 
occupational therapy for registration as an occupational therapist. Programs must comply 
with standards for post-baccalaureate degree by 2007. These standards include items 
~ 
related to the inclusion of collaborative education in occupational therapy program 
cJnculum. Programs will be responsible for the facilitation of client and professional 
.int~raction and communication for consultation, treatment planning and treatment 
im'pleinentation. An understanding of current models of service delivery and the contexts 
in which they will be found must also be facilitated. As program requirements and 
curricula are changed, the ability to iii.dude new courses that promote and teach the use 
of collaboration can be included. These changes in occupational therapy education may 
cause positive changes to the status of occupational therapy education. 
This study identified useful information that can be used to develop new research 
pr?jects. Future research can explore how the concept ofcollaboratii:m and collaborative 
education differs among occupational therapy programs and occupational therapy 
professionals. Investigation into relationships between collaborative education and the 
size of a department's faculty or emollment can be useful for the development of future 
collaborative courses and programs. Also, research into any relationship between the 
increase of post-baccalaureate degree offerings and the prevalence of collaborative 
edhcation can help to identify whether the new post-baccalaureate requirements are 
' 
fa~ilitating greater collaboration in occupational therapy practice. The information 
gathered in such studies could be used to improve the future quality of occupational 
' 
therapy education and practice. 
·; 
~ . -
-- - ------
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I 
---· 
Appendix A 
Recruitment Letter 
I 
--- ----- -----------~- -
OT & Collaborative Care Education 89 
I March 9, ?OOO 
1 
Dear Sir or Madam,. 
My name is Janira Aice and I am a graduate occupational therapy student at 
Ithaca College in Ithaca New York For my graduate thesis I am performing a descriptive 
survey study to identify how often collaborative care education is being offered within 
professional (BS, MS, BS/MS, certificate and Ph.D) entry-level occupational therapy 
(OT) programs and, if they are, what educational methods are being utilized in teaching 
this information. I hope that by doing this research I can identify the current educational 
practices used by OT programs for teaching collaboration. 
Although I am aware of your limited time, I would be very grateful ifthe attached 
sillvey and consent form could be completed by you, your assistant director, or any 
faculty member that you deem knowledgeable about your curriculum. If your department 
offers separate BS, MS, certificate or Ph.D programs, please complete a separate page 2 
and 3 of the survey for each program. It would be appreciated if the forms could be 
returned on or by April 3. 2000. A numbered self-addressed stamped envelope has been 
in!luded in this packet. This number is included only to determine who to send reminder 
cards to. The envelope will be separated from the survey and discarded when received in 
order to protect confidentiality. The survey should take no more than 15 to 20 minutes to 
complete. Access to a curriculum outline will be useful while filling out this survey. 
Once again, thank you so much for your time and concern for the advancement of 
occupational therapy research. lfyou have any questions, please contact Janira Aice at 
(607) 256-0930 or through e-mail at Jani lady@hotmail.com or Dr. Catherine Gordon at 
. -
(607) 274 -1975. 
Sincerely, 
~ 
Janira Aice, BS, OTS 
1 
I 
I 
.I 
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Informed Consent Form 
I 
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• 
The Prevalence of Collaborative Care Education 
jn Occupational Therapy Programs 
1. The Purpose of this Study: 
f It is the purpose of this study to find out (1) How prevalent is collaborative care 
education within professional entry-level occupational therapy programs in the United 
States of America? and (2) What educational methods are employed to teach 
collaborative care education in professional entry-level occupational therapy programs in 
the United States of America? 
' 2. Benefits of this Study: 
'
1 Through the completion of the survey and possible publication of the results, 
program directors and related faculty may be able to critically review the status of their 
curriculum in relation to collaborative education. Since research has supported the 
beneficial influence of collaboration in clinical practice and in education, 
acknowledgment of educational discrepancies may cause positive renovations in 
occupational therapy curricula. A summary of the results will be provided if requested. 
3. What is to he Done: 
Please complete the corresponding survey that explores the number and 
characteristics of any collaborative care courses offered by your occupational therapy 
program. The questions consist of forced multiple choice questions and open comment 
sections. The survey will take approximately 15 to 20 minutes to complete. 
4. Possible Risks 
This survey carries virtually no risk to the participant. 
5. Confidentiality: 
No identifying marks will be made on the survey. The numbered envelope will be 
separated from the survey and discarded when received. Your signed consent form will 
be separated from your survey and discarded at the end of the study. 
6. For more information: 
Please contact Janira Arce at (607) 256-0930 or through e-mail at 
Jani_lady@hotmail.com or Dr. Catherine Gordon at (607) 274-1975. 
" Please be aware that you are free to stop participation at any time. You may refuse 
to answer any presented question. Your participation is totally voluntary and your 
decision to withdraw at any time will not result in any penalties. H you wish to 
withdraw at any time please return the.survey in the accompanying envelope. 
I have read the above statement and I understand its content and I agree to 
participate in the study. I acknowledge that I am 18 years of age or older. 
Signature Date 
H you wish a summary of the results of this study please provide a mailing address 
below: · 
I 
I 
r 
I 
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Collaborative Can: Survey 
· I. What is your current job description (please check all that apply)? 
[ ] Program Director [ ] Assistant Program Director 
[ ] Fieldwork Coordinator [ ] Other Faculty Position 
' 2. What year was your occupational therapy program initially accredited by AOTA? _____ _ 
When was your OT program last accredited by AOTA? ______ _ 
3. Which best represents the total number of students enrolled in your occupational therapy program (all 
·l ; 
years combmed)? 
[ ] I - SO [ ] S0-100 
[ ] 100 - 200 [ )200 - 300 
[ ] 300 - 400 [ ] More than 400 
4. Which represents the ocrupational therapy department's average class size? 
[ ] 1--10 [ ] 11-20 [ ]21-30 [ ]31-40 
[ ]41-SO [ ]SI~ [ ]61-70 [ ]>71 
S. In your occupational therapy program, how many of these professional do you employ? 
(Please put each individual in only ONE best fit category) 
Full Professors Are they all OTRs? [ ] Yes [ ] No 
Associate Professors Are they all OTRs? [ ] Yes [ ] No 
Assistant Professors Are they all OTRs? [ ] Yes [ ] No 
1 Instructors/Lecturers Are they all OTRs? [ ) Yes [ ) No 
r Clinical Instructors Are they all OTRs? [ ] Yes [ ] No 
(ie: mainly works within the school's clinic) 
6. Which of the following majors are available in your institution as an Associate (AS), Bachelor's (BS), 
Master's (MS) and/or Doctorate's (Ph.D) degree? (Check all that apply.) 
[ ] Physical Therapy [ ] BS [ ] MS [ ] Ph.D 
[ ] Speech/Language P~ology [ ] BS [ ] MS [ ] Ph.D 
[ ] Therapeutic Recreation [ ] BS []MS [ ] Ph.D 
[ ] Social Work [ ] BS [ ] MS [ ] Ph.D 
[ ] Special Education []BS [ ] MS [ ] Ph.D 
[ ] Health Administration [ ] BS []MS [ ] Ph.D 
[ ] Pre-medicine [ ] BS []MS [ ] Ph.D 
[ ] Physician Assistant [ ] BS [ ] MS [ ] Ph.D 
[ ] Dentistry [ ] BS [ ] MS [ ] Ph.D 
[ ] Respiratory Therapy [ ] AS [ ] BS [ ] MS [ ] Ph.D 
[ ] Nursing [ ] AS [ ]BS [ ]MS [ ] Ph.D 
[ ] Other (only if they are involved with OT education): 
7. Wruch professional , entry-level degrees are offered in OT by your institution? (Check all that apply). 
[ ] BS [ ] MS [ ] BS/MS [ ] Certificate [ ] Doctorate 
8. Do you offer courses specifically on collaborative care? [ ] Yes [ ] No 
If yes, please write the name of these courses: 
-------------
.• iii..---..·--------'""="-
• 
---.. 
____ .,. 
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Please use the following definitions when filling out page 2 and 3 ofthis survey. 
Please feel free to tear this page off in order to use as a reference when completing 
' the survey. 
Collaboration: "joint communicating and decision making process with the expressed 
goal of satisfying the patients wellness and illness needs while respecting the unique 
qulilities and abilities of each professional" I 
Cjllaborative Care Education: "An educational appro:ich in which two or more 
disciplines collaborate in the learning process with the goal of fostering interprofessional 
interaction that enhances the practice of each discipline".2 This includes courses where 
students from one discipline are taught by faculty from another health profession, where 
students from one discipline are taught by faculty from more than one discipline and/or 
where students from more than one health profession are taught by faculty from more 
than one profession. However, for this study, the courses must be offered through the 
occupational therapy department or must be taught or co-taught with an occupational 
therapy department faculty member through another department. 
Method of education: is defined as the style of teaching utilized in the instruction of 
collaborative care education 
Cfasses taught through lectures: these include courses that are taught mainly through 
lecture but may also include labs. 
Classes taught mainly through computer instruction: these courses are those in which 
the students receive more than 75% of their class information individually through 
lectures on a computer. These do not include lecture or lab courses that use a computer to 
present materials to the whole class, for example as in using Powerpoint presentation 
during a lecture . 
. I 
Piohlem Based Learning Seminars (PBL): these are courses in which the students 
learn through developing solutions to case studies in groups. Teachers provide minimal 
direct teaching. 
Programs though through community involvement: these consist of courses, which at 
least 75% of the tiine, offer hands-on experience in an out of class setting. For example, a 
course where students are required to spend 75% or more of the time working in a 
program in an area nursing home. 
Programs during fieldwork placement: in this method, a set program that requires 
collaborative interaction between fieldwork students is present and participation is 
required for successful accomplishment of the fieldwork. 
I Coluccio, M. & Maguire, P. (1983). Collaborative Care practice: becoming a reality through primary 
nursing. Nursing Administration Ouarterly 7, 59-63. 
2 American Association of Colleges of Nursing. (1996). Position Statement: interdisciplinary education and 
practice. Journal ofProfessjona!Nur:;jn~ 12, 119-123. 
I 
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• 
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I 
I 
. ' 
/anira Arce 
Ithaca College 
Occupational Therapy Dept. 
200 Smiddy Hall 
Ithaca NY 14850 
,, 
Dear Sir or Madam, 
-----~·- -
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My name is /anira Arce and I am a graduate occupational therapy student at 
Ithaca College in Ithaca, New York. In January of this year I sent your institution a 
survey to try to identify huw often collaborative care education is being offered within 
professional (85, MS, BS/MS and Ph.DJ entry-level occupational therapy (OT) 
programs and what educational methods are being utilized in teaching this information. 
Unfortunately, the return rate for my survey was a little disappointing. 
If you have returned the survey pltaSe disregard this letter. If you mislaid the 
survey or were too busy to complete it, I would greatly appreciate your taking time to 
complete the survey being sent with this letter. If the professional programs being offered 
. in your department are similar please complete only one survey. If your program handles 
collaoorative care education differently, please feel free to copy the survey and complete 
one for'each of the different programs. If you are phasing out a program, please complete 
the suniey according to the continuing program. 
Although I am aware of your limited time, I would be very grateful if the attached 
suniey and consent fonn could be completed by you or any faculty member that you deem 
knowledgeable about your curriculum. It would be appreciated if the forms could be 
returned on or by Joly 19, 2000. A self-addressed stamped ent1tlope has been included in 
this packet. The survey should take no more than 15 to 20 minutes to complete. Access to 
a curriculum outline will be useful while filling out this survey. 
Once again, thank you so much for your time and concern for the advancement of 
occupational therapy research. If you have any questions, please fttl free to contact me at 
(718) 523-3629 or at fani_lady@hotmail.com. Also, tny advisor, Dr. Catherine Gordon 
may be reached at (607) 274-1975 for questions. 
·• 
anira Arce, BS, OTS 
I 
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I 
Classification of Courses Using Collaboration 
Educational Method 
Lecture 
With Non-OT Students 
l 
I 
I 
I 
Course Title 
Administration 
Anatomy 
Assistive Technology 
Clinical Process 
Current Trends in Health Care 
Death and Dying 
Education 
Functional Motion 
Gerontology 
Hand Therapy 
Healthcare Concepts 
Healthcare Systems 
Healthcare Systems: Interdisciplinary 
Approach 
Holistic Health 
Human Behavior 
Human Development 
Interdisciplinary Community Based 
Healthcare* 
Introduction to Evidence-Based Practice 
Kinesiology 
Legal and Ethical Issues in Health Care 
----·------- ' 
1 
t 
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Classification of Courses Using Collaboration (con't) 
Educational Method 
Lecture 
I 
I 
I 
I 
I 
i 
' l 
I 
I 
l 
I 
f 
t 
I 
r 
I 
J 
! 
l 
With Non-OT Students (con't) 
Course Title 
Medical /Surgical Needs 
Medical Lectures/ Sciences 
Mental Health/ Psychology 
Neuroanatomy 
Neurodevelopment Facilitation 
Ortho/Neurological Concerns• 
Pediatrics 
Physiology• 
Professional Communication 
Program Evaluation 
Psycho-pathology 
Reading Medical Literature 
Rehabilitation Sciences 
Research 
Special Topics 
Statistics 
Therapists' Roles in Health Care 
Transdisciplinary Assessment of Young 
Children 
Transdisciplinary Treatment of Young 
Children 
---.~--- .... 
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Classification of Courses Using Collaboration ( con't) 
Educational Method 
r.Jture I w;"'°"' o~& s"""'" 
I 
~ 
l 
t 
I 
' 
l 
f 
cJmmunity Based 
t With Non-OT Students 
1' 
t 
~ 
t 
t 
f 
! 
J 
i 
I 
t 
~---
Course Title 
AIDS/HIV 
Anatomy• 
Clinical Medicine 
Clinical Psychiatry 
Growth and Development 
Handicapped in Society 
Mechanism of Disease 
Neuroscience 
Ortho/Neurological Concerns• 
Pathology 
Physiology• 
Remotivation Therapy 
Sign Language 
Vision Rehabilitation 
Independent Studies 
Interdisciplinary Communication Based 
Health Care• 
Research 
Rural Interdisciplinary Training* 
-~ ~ ~------------·' - -------- .,. -- ""'""·---------~ :--""""'~ 
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l Classification of Courses Using Collaboration ( con't) 
Educational Method 
eokputer Instruction 
With Non-OT Students 
t 
Without Other Students 
Fieldwork Placement 
' 1 With Non-OT Students 
\ 
Without Other Students 
f 
t 
' Problem-Based Learning 
f 
l 
With Non-OT Students 
Course Title 
Anatomy• 
Geriatric Therapy 
Medical Terminology• 
Medical Terminology• 
Fieldw~rk Level I • 
Fieldwork Level 11• 
Rural Interdisciplinary Training• 
Clinical Reasoning 
Fieldwork Level I • 
Fieldwork Level II* 
Christian Ethics 
Interdisciplinary Case Practice Seminar 
Research 
, Sensori-Motor Theories 
. Nik.• Indicates that this course was taught using different educational mefuOds by 
I. - . - . 
vanous 1nstitut1ons 
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' Collaborative Courses Identified as Highly Likely to Include Student Interaction 
' . Course Titles 
As~istive Technology 
Christian Ethics 
I 
Clinical Process 
I 
Fieldwork Level I 
• Fieldwork Level II 
' 
Hand Therapy 
t 
H~althcare Systems: Interdisciplinary Approach 
.. 
Independent Studies 
Interdisciplinary Case Practice Seminar 
Interdisciplinary Communication-Based Health Care 
Interdisciplinary Community Based Healthcare 
Prl>fessional Communication 
Research 
' 
RJrat Interdisciplinary Training 
S l . M Th . enson- otor eones 
• Therapists' Roles in Health Care 
Tiansdisciplinary Assessment of Young Children 
' 
Reason 
. TypeC 
TypeC 
TypeB &C 
TypeA 
TypeA 
TypeA&C 
TypeB 
TypeA 
TypeB&C 
TypeA 
TypeB&C 
TypeB&C 
TypeA 
TypeA&B 
TypeC 
TypeB&C 
TypeB&C 
Tfunsdisciplinary Treatment of Young Children Type B & C 
Nii1e.. All Courses included students from other disciplines; Type A: Included 
participation in practical community-based or· fieldwork situations; Type B: Included 
keywords suggesting interaction; Type C: Title suggested a need for interaction for 
in'.:class problem-solving. 
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[ ALL-COLLEGE REVIEW 
FOR 
HUMAN SUBJECTS RESEARCH 
COVER PAGE 
Investigators: Janjra Arce BS OTS 
Department: Occupational Therapy 
Telephone: 607-256-0930 718-523-3629 
' (Campus) (Home} 
' Project Title: Descriptive Survey of Collaborative Care Education in Professional Entzy 
f . 
Level Occupational Therapy Programs 
Abs~t: (Limit to space Provided) 
I 
1 The use of collaborative teamwork in health care has been identified as beneficial 
becau1e of its cost efficiency and client care enhancement. However, the education of 
health' care professionals in the use of collaboration has been identified as lacking. It is 
the pu!pose of this study to perform a descriptive survey study to identify how often 
collaborative care education is being offered within professional (BS, MS, BS/MS and 
Ph.D).entry-level occupational therapy (OT) programs and, if they are, what educational 
methods are being utilized in teaching this information. Collaborative care education is 
an educational approach in which two or more disciplines collaborate in the learning 
process with the goal of fostering interprofessional interaction that enhances the practice 
of each discipline. I expect to find out the number and mean number of collaborative care 
education courses currently being offered within OT programs, as well as the number, 
mean number, rank, and percentage of each educational method that is being used to 
teach eollaborative care education. The study shall be conducted though a mailed survey 
(n=l 17) directed to collegiate OT program directors, assistant directors or 
interdepartmental faculty identified by the director as knowledgeable of the program's 
curric~lum. It will be a confidential survey that will be mailed between January 13 and 
20, 20.00. 
! 
Proposed Date of Implementation: January I 3 
I 
Janira' Arce Bs OTS· Dr Catherin.e Y Gonion Ed D OTR/l, FAOTA 
Print ?r Type Name of Principal Investigator and Faculty Advisor 
l 
t 
l 
I 
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ALL-COLLEGE REVIEW 
FOR 
HUMAN SUBJECTS RESEARCH 
CHECKLIST 
102 
Project Title: Descriptive Study of Collaborative Care Education in Professional Entry 
Level Occupational Therapy Programs 
lnvestigator(s): Janjra Arce BS OTS 
Investigator 
Ilse 
HSRUse 
Only Items for Checklist 
1 General information 
2 Related experience of investigators 
3 Benefits of the study 
4 Description of subjects 
5 Description of subject participation 
6 Description of ethical issues/risks of 
participation 
7 Description of recruitment of subjects 
8 Description of how anonymity/confidentiality 
will be maintained 
9 Debriefing statement 
10 Compensatory follow-up 
11 Appendix A- Recruitment Statement 
12 Appendix B- Informed Consent Form (or 
tear-off Cover Page for anonymous paper and 
pen/pencil surveys) 
13 Appendix C- Debriefing Statement 
14 Appendix D- Survey Instruments 
15 Appendix E- Glossary to questionnaires, etc. 
Items 1-8, 11, and 12 must be addressed and included in the proposal. Items 9,10, and 
13-15 should also be checked if they are appropriate- indicate ''NA" if not appropriate. 
This should be the second page of the proposal. 
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Proposal Submission 
1. General Information About the Study 
a) Funding: This project is essentially unfunded. Partial funding to cover materials, 
copying and postage costs will be requested from Ithaca College's graduate research 
fund and department budget. A rough estimate of this cost is three hundred dollars. The 
remainder of expenses will be paid out of personal funds. 
b) Location: The surveys will be mailed to the collegiate offices of occupational therapy 
program directors. 
c) Time Period: The surveys, with cover letters, will be mailed between February 16 and 
17, 2000. Participants will be asked to return the survey on or before March 5, 2000. A 
postcard will be sent on February 27, 2000 to remind the participants of the due date and 
will contain contact information in case of questions or if a new survey is needed. Data 
analysis will occur during March of 2000. 
2. Related Experience of the Researcher 
This researcher is a graduate student in occupational therapy, who has completed 
a Research Seminar (course number 672-49500), a Biostatistics course (670-39000) and 
Research Methods (course number 672-67000). This project will be the basis for a 
researcher's Masters' thesis. This researcher has completed a Bachelors' degree in 
Occupational Science where assessment and the use of various instruments, including 
surveys, for information gathering has been emphasized. However, no specific 
experience in the conducting of a survey research study has been acquired. The thesis 
advisor is Dr. Catherine Gordon, Department Chair of the occupational therapy program. 
She has experience with both survey research and curriculum design. 
3. Benefits of the Study 
Benefits for the Participants 
Through the completion of the survey and possible publication of the results, 
program directors and related faculty may be able to critically review the status of their 
. . - . ~ : .. ~ . -.-- - - ---==~ 
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curriculum in relation to collaborative education. A summary of the results will be made 
available to those institutions that request them in order to compare their collaboratiye 
care education status to national trends. As research has supported the beneficial 
influence of collaboration in clinical practice and in education, acknowledgment of 
educational discrepancies may cause positive renovations in occupational therapy 
curricula. 
Benefits for the Scientific Community 
By identifying the prevalence and types of collaborative care courses offered to 
occupational therapy students, future research that examines the correlation between 
such education and the clinical readiness, performance, and motivation of allied health 
clinicians may be conducted. The results of this research may also lead to the creation of 
evaluation research studies that may assess the effectiveness of current OT and allied 
health programs in creating competent clinicians for the community. 
4. Description of the Subjects 
a). The directors of the 117 programs listed under AOTA's Accreditation Council's 1999 
listing of accredited entry-level professional programs will be contacted. 
b )The participants in this study will be collegiate occupational therapy program 
directors, assistant directors or interdepartmental faculty deemed to be knowledgeable 
about the curriculum by the program director. No other defining criteria for the 
participants is necessary. 
5. Description of Subject Participation 
The participants in the study will be asked to complete a survey that explores the 
number and characteristics of any collaborative care courses offered within the 
occupational therapy department. The questions will consist of forced multiple choice 
questions and occasional open comment sections. The survey will take approximately 15 
to 20 minutes to complete. It will be suggested that the participants have access to their 
I 
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department's curriculum outline present when filling out the survey to assist in 
identifying collaborative care courses. Please see Appendix C for the survey instrument. 
6. Ethical Issues 
a) Risks of Participation 
There will be virtually no risk to the participants in this study. This is due to the 
fact that the information gathered is generally a matte_r of public record The study will be 
conducted confidentially and no identification of either the academic institution or 
participant will be made. 
b) Please see Appendix B for the Informed Consent Form 
7. Recruitment of Subjects 
a) Recruitment Procedute 
The survey and accompanying materials (Appendices A, B and C) will be initially 
mailed each of the 117 directors of AOTA accredited entry-level professional 
occupational therapy collegiate programs. The directors' names and their department 
addresses will be identified using AOTA's Accreditation Council's 1998 listing of 
accredited entry-level professional programs ( 1999 listing is not available at this time). 
The directors of all the 117 listed schools will be contacted. The recruitment letter 
(Appendix A) will explain that the director or any other knowledgeable faculty member 
may complete the form. It will be the responsibility of the director to identify the proper 
individual to complete the survey. Please see Appendix A for the Recruitment Statement. 
b) Inducement to participate 
A sutnmary of the results will be offered on the consent form. No other 
inducements to participate will be provided. 
8. Confidentiality of the Responses 
Upon the return of the responses, the consent forms will be separated from the 
surveys and placed in locked receptacles. The surveys will bear no marks or codes that 
can identify the participant in any way. 
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9. Debriefing 
There will be no need for debriefing in this study since there will be no elements 
of deception utilized. 
10. Compensatory Follow Up 
None will be needed as there is virtually no risk to the participants. 
. -. -~·--~ ---------
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